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Abstract
The wellbeing of caregivers has been the subject of increasing focus in clinical and 
epidemiological research, predominantly in the UK and US context. One important 
health area in caregiving that is still comparatively under-researched is sleep poverty, 
particularly in a cross-cultural perspective.
This qualitative study, located in Italy, explores sleep poverty in midlife and older women, 
taking a narrative life course approach and a grounded theory methodology. Italy has 
higher care demands than most EU countries, with the highest rates of an ageing 
population, deficiencies in welfare services’ provision for child and elderly care, strong 
gender inequalities and social pressure on women to provide informal care. Indepth 
interviews were conducted with 65 women aged 40-80 living in the Mantua area of 
Northern Italy.
The data showed that caregiving at night triggers a fragmented and alert sleep, which 
impacts on fatigue and daytime performance. In particular, long-term care for relatives 
with degenerative, acute and chronic illnesses, such as cancer and dementia, results in a 
protracted disruption of sleep patterns that can become chronic over time, and 
degenerate into recurrent bouts of wakefulness, altered circadian rhythms, and insomnia. 
Symptoms were reported to persist not only during the period of care giving but also to 
last long term, for months to years after caregiving ceased, with implications for physical 
and psychological wellbeing, and overall quality of life.
This Italian study contributes evidence on how family structure, gender role expectations 
and insufficient state-provided support for caregiving amplify the impact of women’s 
caring roles on their sleep disruption at different points in their life course. Inadequate 
welfare provision increases Italian women's unpaid domestic caring work resulting in 
adverse effects on sleep quality and their overall well being.
The thesis discusses the value of qualitative methods for research on women’s health. 
Previous research has underestimated the burdens resulting from carework, particularly 
its lifelong, continuous and boundary-ambiguous character, which involves ‘emotional 
labour’ alongside physical tending. A carer-centred and gender sensitive approach should 
inform research and policy making, in order to provide a more nuanced and 
comprehensive understanding of sleep poverty, taking fully into account unpaid home 
labour, gender dynamics, intergenerational and social determinants and potential health 
risks for women in the most vulnerable social strata.
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Chapter 1 
Introduction
1.1 Research background
In recent years, research has focused increasingly on in tergenerational informal care. 
Nevertheless, the health  of caregivers is still relatively under-researched, and  virtually no 
atten tion  has been given to one of its most affected areas: sleep poverty. Sleep 
deprivation can contribute to fatigue, stress, depression and health  disturbances, which 
affect not only the quality of life of the caregiver but also the quality of care provided to 
the recipient.
Given the importance of sleep for caregivers, research in  th is are a  has been comparatively 
limited. To date, studies on sleep poverty have been primarily conducted from a 
pathological and  biomedical perspective, with only a  few specifically addressing sleep 
deprivation associated with caregiving. These studies, mainly conducted in the UK and 
US, largely employ quantitative and evidence-based methods, which do not fully explain 
the higher reports of fatigue, reduced sleep efficiency and morbidity among women 
(chapter 2). However, recent social research suggests th a t biomedical sleep studies do not 
take into account the impact of social factors, such as caregiving on sleep. Much sleep 
disturbance may in fact originate from societal and familial causes. In particular, there  
may be an  underestim ation of the role of caring tasks within the family context, which are 
primarily carried  out by women during both the day and the night.
Family caregiving is universally gender-asym m etrical. Although husbands and other 
family mem bers contribute to it, women outnum ber m en carers in the EU by two to one, 
with even higher proportions of care work done by women in the M editerranean countries 
(chapter 2). For most women, caring is a  life -long experience, which combines physical 
assistance and domestic tasks with emotional investment. Building on previous research  
on sleep poverty and care work carried out in  the UK and US (chapter 2), th is study u ses 
a  qualitative methodology to examine the influence of the social context of care on the 
sleep, wellbeing and quality of life of women w ithin the cultural context of Italy, where 
informal caregiving is normative and more intense th an  in the UK and Northern European 
countries.
1.2 Research framework
The study for th is PhD was conducted w ithin the framework of the EU Marie Curie 
Research Training Network on The biomedical and sociological effects of sleep re striction’ 
(MCRTN-CT-2004-512362), over the period 2005-08 on which I was employed. It also 
fu rther develops the research  undertaken  by the Centre for R esearch on Ageing and 
Gender (CRAG) at the University of Surrey, which focuses on the relationships between 
gender, ageing and  sleep in the UK.
Building on these previous studies, the initial aim of the research  was to e^glore the 
m eanings th a t Italian women attach  to sleep, and the ir perceptions of the key factors 
th a t influence it. Research in the different cultural context of Italy was aimed at highlighting 
how sleep varies according to social and cultural factors in a Mediterranean society, as well 
as confronting and enriching findings on women’s sleep previously highlighted in the UK. In 
particular, the study focused on sleep problems in middle-aged and older women (aged 40 
to 80), as previous UK surveys showed th a t women in th is age group were a t greatest risk 
of chronic sleep deprivation and more likely to report particularly poor quality of sleep 
(section 2.6).
The study was not originally designed to examine caregiving. However, the dom inant 
them e th a t emerged from the qualitative interviews was the overwhelming influence on 
women’s sleep of the ir caregiving roles. Italian fieldwork revealed not only th a t caregiving 
had a  major impact on women’s sleep but also th a t there  was a  sharp  division betw een 
women’s experiences before and after marriage, as getting m arried m arked the beginning 
of intensive caring duties for children and for elderly relatives. Moreover, data  analysis 
evidenced two broad groups of women th a t reported significant sleep disruption in 
association with caregiving: older women performing elderly care and working m others 
combining paid work commitments with childcare. This led to an  attem pt to understand  
the links between caregiving and sleep and why these  were particularly in tense in  Italy. 
In th is context, particular attention was paid to the role of welfare provision in Italy and 
cultural and gender norms surrounding care.
1.3 Thesis focus
This thesis investigates the links between sleep and caregiving in Italian women aged 40- 
80. The scope is to investigate the m eanings and problems th a t women a ttach  to 
intergenerational care exchanges and how these  relate  to the ir sleep, wellbeing and 
quality of life. This study will evaluate the impact of unpaid caring roles in shaping and
in teracting  with sleep and analyse the role of social factors such as Italian welfare 
provision and gender roles.
The objectives of th is research are first to clarify the links between sleep disturbance and 
care giving by m eans of a qualitative approach; second, to a ssess the impact of the social 
context of caregiving on the sleep and wellbeing of the women who participated in the 
study in Italy, a  country th a t m anifests a  care crisis, a  large ageing population and 
g reater social pressure on care services th an  in other EU countries.
The Italian societal context is relevant as an  a rea  of study for several reasons. 
Italy’s care crisis derives from its fast-ageing population, deficiencies in welfare services, 
lack of provision for child and elderly care, low ra tes  of female employment and a family 
culture characterised  by the intergenerational, informal provision of care, as well as 
strong gender inequalities and the social pressure on women to provide informal care 
(chapter 3).
The care work th a t Italian women undertake tends to be overlooked and undervalued. As 
family labour’, it is often regarded as ‘non labour’. Yet its effects on women’s wellbeing 
and quality of life are substantial. The in ten t of th is research  is to shed light on the 
perhaps underestim ated  experiences of women in caregiving, through a  qualitative 
methodology th a t allows an  evaluation of the ir perceptions. By bringing into focus the 
direct experiences of women performing carework, th is study hopes to contribute to 
existing statistical studies by understanding  the nature  and impact of caregiving on 
women, and to reveal perspectives th a t have previously been under-represen ted  and 
m arginalised in conventional sleep research .
To achieve the se objectives, a  qualitative methodology was employed, which consisted of 
in-depth interviews conducted with 65 women (aged 40-80) who lived w ithin a  50km 
radius of a medium-sized northern Italian city (Mantua). A biographical and  life-course 
narrative approach was chosen as the relevant method for investigating the relationships 
betw een sleep quality and care commitments.
A further clarification should be made. This research  intentionally addresses the ‘critical’ 
aspects of caregiving, particularly the links betw een care and im balances in  wellbeing 
and sleep equilibrium. The author is aware, however, th a t caregiving is, on o ther levels, 
positively and willingly undertaken as well as entrenched in the Italian family solidarity 
culture. Indeed, several studies have acknowledged the positive effects on wellbeing and 
hum an bonding of intergenerational family care and solidarity, (Beach, 2000; Cohen et
cd., 1994; Tarlow, 2004) and most women, including those in th is sample, view it as a 
na tu ra l form of affection. In particular, th is study concentrates on one of the more 
wide spread e fleets of care giving, which is sleep poverty. The in ten t is to shed  light on the 
difficulties faced by women caregivers in Italy and to underscore aspects th a t are not 
sustainable and in need  of policy interventions.
1.4 Defining ‘caregiving’ and ‘sleep poverty’
Clinical studies normally refer to sleep problems arising from caregiving as ‘sleep 
deprivation’ or ‘sleep loss’w hen referring to the insufficient extent and duration of sleep 
a t night, while in experim ental settings, the term  ‘sleep res tric tion ’ indicates the 
application of artificially operated sleep reduction in order to practise study the effects of 
such on the experimental subjects. On the other hand ‘sleep disruption’, fragm entation’ 
or ‘disturbance’are u sed  w hen referring to the frequent disturbance of sleep patterns 
during the night.
In this thesis I chose to use the definition ‘sleep poverty’, occasionally m entioned in 
studies on caregivers sleep (i.e., Pe Bonito, 2008), which I found more relevant for a 
num ber of reasons. Firstly it satisfied the need  for a  more comprehensive concept to 
define poor sleep, which included both deficient sleep, in term s of reduced duration, as 
well as fragm ented and disturbed sleep, in term s of disrupted sleep patterns. More 
importantly, it was my intention to move away from a  strictly clinical lexicon to highlight 
a more social nuance, which em braces concepts of social inequality, vulnerability and 
im balances in power.
As will be elaborated later in th is chapter (sections 10.7, 10.8, 10.9), the resu lts  of th is 
research illustrate how caregiver’s sleep poverty exposes social inequalities, affecting in 
particular the most vulnerable s tra ta  of the population according to age, income and 
education. More evidently, sleep poverty is gendered, and is closely re la te d  with the 
intensiveness of caregiving performed by women, particularly in certain  cultural contexts 
such as the Italian.
In fact, as highlighted in Chapter 3, the gendered nature of sleep deprivation reflects that 
of caregiving. Care giving in Southern Europe is a  pervasive experience across a  m arried  
woman’s life, and  it is embedded in the same concept of femininity and motherhood, as 
well as en trenched  in the Italian ideology of family solidarity. In Southern European 
cu ltures and welfare system s, informal care is normative to women, a  life-long 
experience, combining practical tending and  domestic tasks with emotional activity. 
These values are also distinctive in the cu ltures of Catholic countries, w here family
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solidarity is highly valued, even if it entails self-sacrifice (Guerrero Jurado  and Naldini, 
2008).
The entrenched nature of care giving in women’s familial roles raises the question of the 
applicability of the commonly used  definitions of care r/ca re  givers in m ainstream  social 
research . Although for terminological convenience th is thesis u ses the definitions 
‘caregiver’/ ‘caregiving’, it should be acknowledged th a t the data  bring out a  broader and 
more nuanced idea of caregiving which is not fully rep resen ted  by the m ainstream  
neu tra l concept of caregiving currently  in use.
The term s caregiver and caregiving have been constructed in the UK (section 2.7) and 
differently applied to define situations of support provided to a  dependent relative or 
friend (either children, disabled or frail elderly), w hich could be formal (structured and 
paid) or informal, i.e., not delivered for money but derived from long term  relationships 
(Victor, 1997). The definition, however, som ewhat links care to a  w ork-related sphere 
(either paid or unpaid, and has an  ungendered, disembodied, and neu tra l implication 
th a t does not fully rep resen t the circum stances of the Italian women as found in th is 
research. It does not grasp how, especially in contexts such as the Italian, care is more of 
a  gendered concept embedded in the same essence of being a  woman, and is taken  for 
granted in a  daily context of solidarity within informal inte rge ne rational family 
relationships.
As a  m atter of fact a  literal transla tion  of ‘caregiving’ in  Italian is not even available. 
Within the interviews it has been roughly tran sla ted  as ‘taking care of a  (dependant) 
relative. S till, as noted in section 4.12, m any women did not perceive or categorize w hat 
they did as ‘care ’as it was simply understood w ithin ordinary family relationships and 
established, un sta ted  obligations/ expectations of support and solidarity as wives, 
m others, daughters and sisters, and a  na tu ra l extension of affection, filial piety or 
m otherly love. As shown in Chapter 8, caregiving is assum ed and unquestioned, 
particularly in the older cohort of women. However, there  are generational differences 
about questioning the invisibility and implicit na tu re  of carework a ttributed  to women, 
which are visible in the sample. Husbands and other family m embers contribute to 
family caregiving, as noted for instance in section 5, although normatively the ‘m ain’ 
caring role is a ttributed to women. In the context of th is ideology, m en are not expected 
to care in  the same way, but for the same principle, they may not be aware of providing 
‘care ’ w hen they do. Given the overall predominance of women as carers, th is thesis  
focuses on female caregiving, i.e., the group th a t seem ed most a t risk  and  exposed to 
h ea lth  and sleep conditions as a  consequence of providing intensive care.
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1.4 Thesis outline
The following is an  overview of the thesis.
■ Chapter 2 reviews relevant re search lite ra tu re  from the UK and US on sleep poverty, 
sleep medicine and  the sociology of sleep. An overview is provided of cu rren t clinical 
research  on the physical and  psychological effects of sleep deprivation, as well as on 
m edical studies focusing on care givers’fatigue. Sociological research  on sleep is also 
presented, examining the impact of social factors, gender, and social context on sleep 
loss. A discussion of the concepts and practices of caregiving is also provided, which 
will help to frame the analysis of the data is also provided.
■ Chapter 3 introduces the societal context in  which the resea rch  takes place -  Italy -  
providing an  overview of ageing population figures, fertility, welfare characteristics and 
social policies. It d iscusses variations in care practices and welfare provision 
nationally, as well as in the study area, M antua and its province. An analysis of the 
basic features of the South European fam ily solidarity’ model is provided, as well as 
evidence on the gender gap in Italy with regard to employment, work-life balance, and 
the division of unpaid domestic labour. Finally, existing lite ra tu re  on the caregiving 
burden in  Italy and sleep deprivation is reviewed.
■ Chapter 4 discusses the sample selection and the m ethods used  for the research: the 
qualitative approach, including in-depth, sem i-structured interviews and audio diaries 
and  the biographical and narrative life-course approach. C ross-cultural research  and 
reflexivity issues are also examined, outlining the ways in which fieldwork in Italy 
required  an  adaptation of the techniques previously u tilised  in sociological sleep  
resea rch  in the UK.
■ Chapter 5 will give a w ide-ranging overview of the issues to be found w ithin the 
wom en’s narratives. It exam ines the m eanings commonly a ttached  to sleep and  the 
relationship between sleep and caregiving a t different stages of Italian women’s lives, 
w ith particular reference to life -course transitions and m arital sta tus. It shows how 
transitions such as m arriage, motherhood, retirem ent, divorce/separation, ten d  to 
produce distinct sleep patterns according to the extent and natu re  of care unde rtaken. 
Inteviews from both m arried  women with children and women with no children will be 
analysed, compared and contrasted (Appendix 7, Table A. 1; Table A.2; Table A.3).
■ Chapter 6 analyses the specific patterns of sleep experienced by women caregivers. 
The caregiver is often affected by discontinuous, a le rt and fragm ented sleep. The 
intensity of sleep disruption and  the degree of impact on health  and wellbeing varies 
according to the type of care undertaken. Different types of care are discussed; in 
particular the implications of elderly care versus care for children, grandchildren and 
adult children. A discussion of the impact of sleep on physical care versus emotional 
care is also presented. The chapter will focus the analysis on midlife (40-50) and older 
participants (50-80) participants, with children and caring responsibilities (Appendix 
7, Table A. 1 and Table A.2).
■ Chapter 7 focuses on the them e th a t emerged most strongly from the interviews with 
women aged 51 and over (Appendix 7, Table A.l): the impact of caring for elderly 
relatives on the ir sleep. It analyses the widespread practices of informal care and 
examines how the ex tent and natu re  of care given to elderly and disabled relatives, 
toge ther with their type of illness, can lead to long-term  sleep alteration and adverse 
consequences for women’s physical and psychological wellbeing.
■ Chapter 8 discusses the m ain issue reported by women aged 40-50 with children and 
working (Appendix 7, Table A.2): the impact of work-life balance on the ir sleep. It 
shows how a poor work-life balance can contribute to the disruption of healthy 
sleeping patterns. It explores constraints coming from the labour m arket, the lack of 
welfare service provision in Italy, especially for childcare, and variations in the values 
and practices of care across age cohorts of women.
■ Chapter 9 analyses how norms about gender roles, together with cultural and  
socialisation norms, m ediates the impact of care giving among working women in Italy. 
It considers the constraints of societal p ressures, cultural norms and gender 
inequalities in the distribution of household workloads. It discusses the costs of these  
for working women in term s of sleep deprivation, emotional and  physical wellbeing, 
quality of life and access to leisure, cultural and  social resources. As in chapter 8, 
data  analysis will focus here on working m others aged 40-50 (Appendix 7, Table A.2)
■ The discussion in Chapter 10 draws on the empirical data  p resen ted  in the previous
five chapters to illustrate how sleep quality is related  to Italian women’s caring roles,
and considers the theoretical and policy implications. It exam ines the relationship
betw een the welfare state  in Italy, cultural norms, women’s unpaid domestic and
caring work, and th e ir sleep. The chapter evaluates the importance of using a
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qualitative approach in order to better understand  w hat underlies previous findings 
from quantitative and clinical studies regarding the relationship be tween sleep quality 
and care commitments. It also exam ines the implications of th is study for future 
research , policy making and further theoretical investigation on care.
Chapter 11 sum m arises the m ain findings of the thesis. The strengths and lim itations 
of the research will be discussed, as well as methodological issues, and suggestions for 
fu rther developments for research  in th is area.
Chapter 2  
Caregiving and sleep  poverty
2.1 Introduction
The wellbeing of care givers has lately received increasing attention, given the changing 
societal pa tterns in family formations, women's g reater participation in the labour 
m arket, and the growth of the ageing population, all of which place fu rther stra in  on the 
provision of informal care for elderly people and the nurtu re  of children. However, one 
a rea  associated with caregivers’health  th a t is still relatively under-researched  is sleep, 
the quality of which can be severely affected by intensive caregiving. Sleep poverty has 
the potential to impact on the health , wellbeing and quality of life of the most vulnerable 
social groups, with particular risks for middle -age and elderly women carers.
This chapter will address the physical, emotional and social implications of caregivers’ 
sleep poverty by analysing relevant cu rren t research , specifically on:
Biomedical re search on sleep and the effects of sleep deprivation.
Sex differences in sleep problems.
Sleep disorders, physical and psychological problems associated with caregiving. 
Sociological research on the social determ inants of sleep poverty.
Conceptualisation of care giving as applicable to th is study.
2.2 The biomedical effects of sleep deprivation
Sleep disturbance and sleep deprivation have mainly been studied w ithin a  biomedical 
and pathological framework, using clinical, experim ental and quantitative methods. 
These have pointed out the effects of chronic and partial sleep loss on metabolic 
functions and the immune system, as well as dem onstrating th a t they are risk  factors for 
cardiovascular d iseases and diabetes (Spiegel et cd, 2005; Vgontzas et cd., 2000; 
Gangwisch et cd., 2007). In addition, chronic sleep deprivation has been dem onstrated to 
have effects on the brain’s electrophysiological activity, with detrim ental effects on 
cognitive functioning, learning, memory and daytime performance (Dijk etcd., 1992; 
Tononi and Cirelli, 2006; Diekelmann and Born, 2010). From a psychiatric point of view, 
sleep poverty has been linked to alterations in mood levels, stress, anxiety and
depression (Dinges etcd., 1997; Bonnet etcd., 2003), with these  factors compounding 
each other.
2.2.1 E ffects o f  sleep depriva tion  on m etabolic and  immune Junctions
During sleep, the body’s metabolism normally slows down, w hereas sleep disruptions 
and nightly awakenings increase the metabolic rate  (Bonnet etcd., 2003; Knutson etcd, 
2007). Both total and partial sleep restriction produce impaired glucose tolerance 
(Spiegel et cd., 1999). As both increased  metabolic activity and decreased  glucose 
tolerance are risk  factors for insulin  resistance, obesity, and increased blood pressure, it 
has been found th a t sleep loss is an  important risk  factor for type II diabetes (Ayas et cd., 
2003; Spiegel etcd., 2005). Furtherm ore, there  is growing evidence of the association 
between insom nia and an  increased risk  in cardiovascular diseases. Sleep deprivation is 
associated with hypertension and elevated resting  h eart rate  (Boudjeltia etcd., 2008; 
Chien etcd. (2010); Dzaja etcd., 2005; Schwartz 2003; Van Leeuwen, 2008).
Sleep is also important in m aintaining the immunological resistance of the body and 
long-lasting sleep deprivation impairs the immune system 's defences (Kielcot-Glazer et 
cd., 1995; Krueger et oZ., 2003). Chronic partial sleepless may decrease the resistance of 
the hum an immune system  to infection. In anim al studies, sleep  restriction  has been 
shown to decrease resistance to viral infections, while in hum ans the response to 
vaccination was decreased during sleep deprivation (Spiegel etcd., 1999).
2 .2 .2  Effects o f  sleep  depriva tion  on cognitive fu n ction s and  mood 
a lte ra tio n
Sleep supports basic neuronal functions, learning and  memory processes (Tononi and 
Cirelli, 2006). Sleepless, both acute and cumulative, increases the experience of fatigue, 
tension, confusion and decreases vigour (Dinges et cd., 1997), while chronic restriction of 
sleep produces sleepiness and impairs cognitive performance (Dinges et cd., 1997; 
Diekelmann and Born, 2010). The prefrontal cortex is affected by sleep deprivation, w ith 
subsequent effects on cognitive functions such as verbal fluency, response inhibition and 
flexible thinking (Djik etcd., 2002; Harrison and Horne, 1998; Maquet, 2000). Memory 
and learning are also adversely affected by sleep loss (e.g., Fenn etcd., 2003; W alker et 
cd., 2003), producing performances in younger subjects sim ilar to those of ageing 
persons over 60 years of age (Harrison etcd., 2000). Sleep deprivation causes increases in 
blood pressure variability (Holmes 2001). The secretion of cortisol, the ‘stre ss  horm one’, 
is also augm ented when waking during the night, while during slow wave deep sleep  the
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secretion of cortisol is decreased. This increase in cortisol levels is typical in acute and 
sub-acute s tress  (Vgontzas etcd., 1999).
It is suggested th a t chronic sleep deprivation induces mood alteration (Maquet, 2000; 
Durm er and Dinges, 2005; Dinges etcd., 1997). A num ber of studies indicate th a t sleep 
loss m aybe a  risk  factor for psychopathologies, including clinical depression (Chang et 
cd., 1997; Roberts etcd., 2000; Taylor etcd., 2005; Riem ann and Voderholzer, 2003). 
Depression and mood changes are, for instance, found a t a  higher rate  in shift workers 
(Orten and Gruzelier, 1999), while increased  levels of burnout, stress, and  difficult 
concentration have been noted in  medical staff performing care at night (Bellini, 2005). 
Sleep loss can also be a  predictor of other mood disorders such as m ania or anxiety 
(Jackson et cd., 2003, Gregory et cd., 2005), and of a ltered  psychosocial performance 
(Rosen, 2006).
The exact causal relationship betw een insom nia and  mood disorders is as yet unclear 
(Victor, 2007, Taylor etcd., 2005; Turek, 2005). Results indicate th a t the relationship  
between sleep and s tre ss  is probably bidirectional (Abad and Guillem inault, 2005) with 
the two possibly inducing each other (Taylor etcd., 2005). On the one hand, insom nia is 
a  symptom of depressive episodes or mood disorders (Adrien, 2002), but on the other, an  
increasing num ber of perspective studies suggest th a t sleep problems may in  some cases 
be a  primary cause of mood disorders (Riemann and Voderholzer, 2003; Taylor etcd., 
2005).
2.3  Differences in reported sleep problems in m en and women
Sleep re searchers are in agreem ent th a t women report higher levels of sleep complaints 
th an  m en (Groeger etcd., 2004; Lindberg etcd., 1997; Vitiello etcd., 2002, 2004; Zhang 
and Wing, 2006). This differential in reported sleep quality has caused  diverse and 
contrasting explanations whose discrepancies can  be partly a ttribu ted  to unc lear 
boundaries betw een concepts of sex and gender. On one hand, clinical stud ies have 
explained higher female sleep complaints by focusing on sex differences on a  biological 
and  physiological level. On the other, sociological research has highlighted the necessity  
to include a  gender perspective in  the in terpretation  of differing sleep experiences 
between sexes, taking into account a  range of socially constructed roles and behaviours 
(section 2.6). In particular feminist studies have reflected on how diverging gender roles 
and unequal division of domestic labour, including night time care work, m ay have 
impact on the overall account of the differential in reported sleep poverty (section 2.6).
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The cu rren t section will outline some of the m ain biomedical and sociological argum ents 
in the interpretation of th is gap in perception of sleep quality betw een m en and women.
Experimental sleep research  has normally explained differences in reported sleep 
problems ly  taking into account the physiological and psychological differences among 
m en and women. These have been connected for instance to changes in hormonal levels, 
particularly oestrogen, to the m enstrual cycle, pregnancy, and  the m enopause (Dzaja et 
ol., 2005; Chen etcd., 2006; Kripe et cd., 2001). Psychological explanations, on the other 
hand, connect higher ra tes  of female psychiatric disorders, such as mood alterations, 
depression and anxiety, w ith higher ra tes  of reported sleep poverty (Chang etcd., 1997; 
Lindberg et oZ., 1997; Roberts et oZ., 2000; Taylor et oZ., 2005; Riem ann and Voderholzer, 
2003; Ustun, 2000).
A num ber of sources highlight an  apparent paradox in women’s reported sleep 
disturbance : although statistically women report a  higher rate  of complaints about sleep, 
they appear to sleep longer th an  m en (Djik etcd., 1989; Lindberg etcd., 1997; F errara  
andG ennaro , 2001; Redline etcd., 2004; Reiner etcd.; Roberts etcd., 2000; Vitiello etcd., 
2004). Surveys based on self-reported m easures show th a t women, particularly in  older 
age, report higher sleep need, increased  sleep poverty and  higher nocturnal sleep 
disturbance and awakenings (Lindberg et oZ., 1997; F errara  and Gennaro, 2001; Reiner 
etcd.; Roberts etcd., 2000; Vitiello etcd., 2004).
In the attem pt to explain the differential in reported sleep, some clinical stud ies suggest 
th a t women may actually over-report sleep disturbance. Higher levels of sleep complaints 
are normally associated with psychological s ta tu s  (Chang etcd., 1997; Lindberg etcd., 
1997; Roberts etcd., 2000; Taylor etcd., 2005; Riem ann and Voderholzer, 2003; U stun, 
2000) with greater self-reported sleep disturbances associated with women’s higher levels 
of anxiety according to psychiatric morbidity scales. These studies point out th a t while 
women report greater difflcully in m aintaining sleep and the absence of feeling re freshed  
in  the morning, in parallel, self-reported anxiety is significantly more common among 
women.
Another explanation focuses on the different patterns of socialisation, upbringing and 
normative behaviour between m en and women. It is suggested th a t women would have a  
higher tendency th an  m en to talk  about health  problems and report sleep complaints, 
w hereas gender norms inhibit m en from revealing problems, accounting for the 
disparities in reporting (Hibbard and Pope; 1986, H unt etcd., 1999; Wyke etcd., 1998).
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The gap in perceived sleep quality reflects a  larger paradox in self-reported health, which 
has been highlighted by a  num ber of studies. Sex differences in physiology, hormonal 
activity, mood and socialization are reported in studies on h ea lth  differences between 
sexes. These point to a gender differential in reporting morbidity: despite evidence th a t 
women lead longer and health ie r lives, they also report higher ra te s  of morbidity, 
disability and health  care use th an  m en (Hibbard and Pope, 1986; H unt etcd., 1999; 
Verbrugge, 1989; Wingard et cd., 1999). Hibbard and Pope (1986) corroborate these 
findings, reporting th a t gender differences are more m arked for less serious health  
conditions and for conditions for which there  is more discretion in subjective 
assessm ent, confirming gender differences in the perception and  evaluation of 
symptoms.
However, a  stream  of sociological studies (Macintyre et cd., 1999; Arber and Cooper, 
1999) challenge th is assum ption, finding no confirmed evidence th a t women over-re port 
trivial' symptoms or m ental health issues, or th a t higher self-reported morbidity is linked 
to a  greater likelihood of m ental health  problems. In addition, Arber and Cooper (1999) 
show th a t older women display better self-reported health  th an  m en, w hen age, class, 
income and the ir level of functional disability are taken  into account.
As a  fu rther explanation of women’s higher rates of re ported morbidity, feminist research 
has considered the role of women’s unpaid care and domestic work a t home in le ading to 
heightened stress and health  disturbances as well as sleep loss. It is argued is th a t the 
unacknowledged role of women’s ‘second shift’, involving caregiving and dom estic work at 
home, may account for reported fatigue and adverse health  effects (Arber and  Ginn, 
1995a; Hochshild, 1989; Venn et cd., 2008). Arber and Ginn (1995a) also note th a t 
women are likely to be more involved in the most personal and  emotional aspects of 
care giving which may lead to higher s tress ra tes. In addition, Arber etcd. (2009) argue 
th a t although poor sleep is associated with poor m ental health , it m ust be noted th a t 
sleep problems may also be connected to wider aspects of the social context of everyday 
life, and especially to gender roles and family work. The next sections will review the 
outlined stream s of research on sleep, reviewing first clinical studies and subsequently 
expand on social and fem inist research  approach on caregivers’ sleep poverty.
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2.4  Clinical research on caregiving and sleep poverty
Although clinical re search has recently  s ta rted  to pay atten tion  to issues of caregivers’ 
health , the specific domain of caregivers’ sleep poverty has received little scientific 
investigation. Medical research  connecting sleep and caregiving consists m ainly of 
comparative studies assessing sleep and health  m easures in caregivers versus control 
groups of non-care give r s . Most of these studies have concentrated on the impact of 
specific illnesses (in particular, Alzheimer's disease, cancer, and Parkinson's disease) in 
relation to the effects on the sleep and the wellbeing of the caregiver.
Overall, clinical studies comparing sleep quality between caregivers and age-m atched 
controls converge on the finding th a t caregivers’ sleep is in terrupted  by more frequent 
awakenings and th a t they experience a  g reater total time of being awake a t night th an  
non-care givers. Caregivers have shorter total sleep time and lower perceived sleep quality 
(evaluated by the perception of being rested and effective in task  performance after sleep) 
compared with non-caregivers, as well as poorer sleep quality ratings. The most 
distinctive factor in caregivers’ sleep seem s to be recurring  sleep disruption and 
fragmentation (Kielcot-Glasere toZ., 1991; McCurry andT eri, 1995; McCurry etcd., 1998; 
McKibbin etcd. 2005; Rowe, 2008; Russo et cd. 1995; Schultz et oZ., 2004; Vitaliano etcd., 
1993; Wilcox and King, 1999).
O ther reported sleep dysfunctions in caregivers include: shorter sleep latency, sleep 
duration, and lower sleep efficiency, defective daytime performance and use of sleep 
medication as a  resu lt of sleep insufficiency (Kielcot-Glaser etcd., 1991; McCurry and 
Teri, 1995; McCurry etcd., 1998; McKibbin etcd., 2005; Rowe, 2008; Russo etcd., 1995; 
Schultz et cd., 2004; Vitaliano et cd., 1993; Wilcox and King, 1999). These sleep 
alterations, as well as a  range of psychiatric and physical morbidity effects, were found 
particularly in relation to care for patients with dem entia and cancer.
2.4.1 Sleep a lte ra tio n  in cancer and  dem entia  caregivers
Comparative research into different types of caregiving (Clipp and George, 1993; Kim and 
Schultz, 2008; Wilcox and King, 1999) indicates th a t caregivers of relatives w ith cancer 
and dem entia report greater levels of physical burden and psychological d is tress  th an  
other caregivers. Kim and Schultz (2008), in particular, highlight th a t cancer care, 
although having shorter duration than  other kinds of care , is the most intensive in  term s 
of hours and type of care provided, the la tter m easured by ‘activities of daily living’ (ADL) 
or In strum ental activities of daily living’ (lADL). D em entia caregivers were found to 
provide assistance for sim ilar num bers of ADLs and lADLs, and reported equivalent
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levels of caregiving burden, physical strain, emotional stress, and financial privation. In 
both dem entia and cancer caregiving, older age, higher education, and  higher income are 
normally negatively associated with emotional s tress and financial problems due to 
providing care, while older age is positively associated with physical fatigue (Kim and 
Schultz, 2008; Schultz etcd., 1990; Wilcox and King, 1999).
The caregiving fatigue produced by caring for a  relative with cancer and dem entia is 
reflected in sleep quality. Caregivers providing long-term palliative care to patients with 
advanced stages of cancer (Carter, 2002; He arson and Clement, 2007) describe severe 
sleep fluctuations over time, which affect their emotions and cause depressive symptoms, 
while also compromising their ability to perform caregiving tasks. In a  study on carers of 
term inal patients, Davidson (2002) noted th a t the onset of insom nia was reported to 
occur around the time of cancer diagnosis in  the patient. Poor sleep was associated with 
fatigue, sedative use, variable mood and disturbing dream s. Psychological stressors 
associated with insomnia ranged from grief and  fear due to the im m inent death  of the 
patient, to guilt, denial, anxiety and traum a about the different possible scenarios of the 
dying moment, and anger (Giardini etcd., 2008).
In recent years, however, it is dem entia and Alzheimer’s caregivers th a t have been the 
subject of increasing clinical research. According to some research  care for a  dem ented 
patient is even more stress-provoking th an  care for non-demented, terminally ill patien ts 
(Clipp and George, 1993; Schultz etcd., 1990; Wilcox and King, 1999). Despite the fact 
th a t the am ount of physical care is comparable to th a t required in o ther illnesses (Da 
Roit and Naldini, 2008; M aclennan, 1998; Walker etcd., 2008), care for a  pa tien t with 
dem entia, or other conditions involving cognitive behavioural im pairm ent, produces 
higher am ounts of stress and night time disturbance. Wilcox and King (1999) note th a t 
in addition to physical tending, dementia care involves coping with the p a tien t’s cognitive 
and behavioural problems, such as upsetting conduct, repetitive sta tem en ts, false 
accusations, and mood alterations. Dem ented patients in  a  progressive degenerative 
state  are generally in need  of constant supervision, which m akes such illnesses among 
the most difficult and dem anding ones for the carers to handle (Da Roit and  Naldini, 
2008; Maclennan, 1998; Mes singer-Rapport, 2006; Walker etcd., 2008; Wilcox and King, 
1999). In addition, the disruptive night-time behaviour of dem entia patien ts, such as 
nocturnal wandering, screaming and escaping, has severe consequences for the sleep of 
the caregivers (Khan etcd., 2007).
Comparative studies of Alzheimer's caregivers found no relevant differences w ith n o n ­
care givers in term s of sleep duration, but substantial differences in sleep fragm entation,
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as well as w ith reported difficulties with sleep latency (time taken  to fall asleep upon 
going to bed) and wakefulness after the initial onset of sleep (Creese et cd., 2008; Kielcot- 
G laser etal., 1991; M aclennan, 1998; McCurry and Teri, 2005; McKibbin etcd., 2005; 
Martin and B artlett, 2007; Shultz 2004; Rowe etcd., 2008; Wilcox and King, 1999).
Caregiver hyper-arousal caused by the nocturnal behaviour of the care recipient was 
associated with higher levels of sleep fragmentation (Rowe, 2008; Wilcox and  King, 1999). 
Higher fatigue ratings, shorter total sleep time and increased  a tten tion  to the care 
recipient were related to persistent awakenings in order to provide care during the night, 
(Kielcot-Glaser etcd., 1991; Shultz 2004; Schultz and Beach, 1999; Rowe etcd., 2008; 
Wilcox and King, 1999), while the num ber of bouts of w akefulness was found to be 
positively correlated with daytime fatigue (Tsukasaki etcd., 2006). Unpredictability of 
behaviour in the patient may resu lt in increased  a le rtness in the caregiver as well as 
insom nia and anxiety, all of which adversely affect mood and daytime performance 
(Bianchera and Arber, 2007; Arber and Venn, 2010). A fu rther complication is the fact 
th a t m any individuals w ith dem entia also suffer from depression, one of the most 
common problems associated with degenerative m ental illnesses. The care of an  older 
relative with both dem entia and de pression is re la ted  to high levels of caregiver burden 
(McCurry and Teri, 1995; Wilcox and King, 1999; Crease, 2008).
Older co-resident carers are found to be particularly vulnerable to the deleterious effects 
of sleep loss. Research on older women shows th a t those who live with and  provide direct 
night-time care for a  person with dem entia take longer to fall sleep th an  control adults, 
have less total sleep time, report lower subjective sleep quality and  higher daytime 
sleepiness scores, experience more night-time disruptions and have a  h igher incidence of 
depressive symptoms. This cohort of older carers requires fu rther a tten tion  in view of 
high levels of sleep disturbance and the ir higher vulnerability to its physiological 
consequences (Creese, 2008; Schultz and Beach, 1999; Wilcox and King, 1999).
2 .4 .2  Caring, sleep  loss and  ph ysio log ica l function ing
Giving long-term care to support people with acute and chronic diseases, combined with 
sleepless and prolonged strain , may compromise physiological functioning and  increase 
the risk  of health  problems among carers. This has been found to occur particularly  for 
older carers, who seem  to be more a t risk  of negative health  outcomes (Kielcot-Glaser, 
1991; Schultz, 1999; Wilcox and King, 1999; Vitaliano, 1997).
Poor sleep quality in caregivers is associated with a  decline in im m unity indices, such  as 
lower antibody production, and a  higher incidence of metabolic dysfunction, such  as
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elevated insulin  and glucose levels in the blood (Kielcot-Glaser et ai., 1991; 1995; 
Vitaliano 1997). Such caregivers are also shown to be a t g reater risk  of cardiovascular 
disease (King et oZ., 1994; Schultz et oZ., 1995; Schultz et oZ., 1997; Vitaliano etoZ., 1993; 
Vitaliano etcd., 1997). In addition, caregivers were found to be more a t risk  of health  
deterioration and  less likely to engage in preventative health  m easures, such as eating a 
healthy diet and  taking physical exercise, particularly w hen the care recipient had  severe 
behavioural impairm ents (Kiecolt-Glaser, 1991; Schulz et cd., 1990; Vitaliano etcd., 1993; 
Wilcox and King, 1999).
O ther studies comparing caregivers for people with dem entia and demographically 
sim ilar non-care give r s also suggested th a t poor sleep quality is associated with 
chronically elevated stress hormones and may lead to higher blood pressure and glucose 
levels, as well as to an  increased risk  of hypertension and diabetes (Lovallo and Thomas, 
2000; Kielcot-Glaser et oZ., 1991; 1995; Rosch, 1996; Wilcox and King, 1999). It has also 
been shown th a t caregivers have poorer memory and restric ted  cognitive function th an  
non-care give r s , and  th a t th is is m ediated by poor sleep quality and depressed mood 
(Vitaliano etcd., 2009).
Moreover, Schultz and Beach’s research  (1999) suggests th a t emotional s tra in  is an  
independent risk  factor, which contributes to m ortality among elderly spousal caregivers 
and is compounded by the psychological and  physical debilitation resu lting  from 
care giving, along with the physiological vulnerabilities normally associated with ageing. 
Caregivers who provided support for the ir spouse and reported intensive care giving 
strain , were shown to be more likely to die within four years th an  m atched controls of 
non caregivers. In addition, they were substantially more likely to report low perceived 
health , depression and anxiety.
2 .4 .3  Caregiving, sleep loss and  p sy ch ia tr ic  m orbid ity
As discussed above, carers who experience high levels of caregiving dem ands are a t risk  
of sleep loss and chronic stre ss  associated with caregiving and being physiologically 
compromised (Gallagher, 2009). Sleep deprivation may also contribute to psychiatric 
morbidity with psychological pathologies such as depression, s tress  and anxiety, which 
are associated with the strain  and fatigue of informal caregiving, leading to bare  giver’s 
burnout’ (Nash, 1992). Caregiver burden, anxiety and depressive symptoms are 
significantly correlated with sleep quality scores among dem entia caregivers (Aguglia et 
cd., 2004; C arte r,2002; Creese etcd., 2008; Gallagher, 1989; Russo etcd., 1995; Schultz,
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1990; Schultz et cd., 1995; Schultz and  Beach, 1999; Schultz, 2004; Vitaliano et cd., 
1991).
Poor sleep is re la ted  to higher ra tes  of depressive symptoms, higher levels of anxiety, 
persistent distress and psychological disturbances (D’Amelio, 2009; Shultz, 1997; Wilcox 
and King, 1999) which often resu lt in h igher use of sleep m edication and other drugs 
(Wilcox and King, 1999; McCurry and Teri, 1995; Creese, 2008). Similarly, resea rch  on 
caregivers of persons with advanced cancer (Carter etcd., 2002; He arson etcd., 2005) 
found th a t most caregivers reported m oderate to severe sleep problems and over half 
reported severe depressive symptoms. Decreased coping by caregivers was considered a 
possible ‘cause’ for increased  depressive symptoms. The frequency of nocturnal 
disruptions is normally associated with poorer perceived health  and sleep quality of 
caregivers, as well as increased  perception of the burden of the ir role (Creese, 2008; 
Lowery etcd., 2000; Schultz, 2004; Wilcox and King, 1999).
Clinical research has also substantiated the impact of social isolation on the caregiver’s 
psychological balance. A lower level of social support has been connected w ith m easures 
of ‘negative affect’ such as psychological d istress, anxiety and depression (Brummet et 
cd., 2006; Russo e t al 1995; Schulz etcd., 1995). These psychological symptoms may be 
triggered in the caregiver who has less time to spend with others, experiences a 
progressive deterioration of the ir relationship with the care receiver and  w orsened 
perceptions of social support. This last factor is also associated w ith a  decline in sleep 
quality among caregivers, resulting in compromised health  (Brummet etcd., 2006).
In summary, medical research has found th a t caregivers tend  to show, in contrast with 
non-care giving m atched controls, higher sleep loss, higher hyper-arousal and  sleep 
disruption, with reported consequences on the ir daytime performance and mood, and  
increasing physical and emotional vulnerability. This appears to happen in particular 
during the care of acute, degenerative and chronic conditions, and behavioural disorders, 
resulting in increased  morbidity especially among elderly and vulnerable caregivers. 
Palliative care often falls on the shoulders of mem bers of the family, who report higher 
ra tes  of exhaustion and d istress aggravated by the ir own sleep loss, affecting in 
particular women and elderly co-resident carers, where effects of caregiving can be 
intensified by health  problems associated with ageing (Creese, 2008; Schultz and Beach, 
1999; Wilcox and King, 1999).
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2.5  Caregiver ^burnout’: consequences for the care receiver
Sleep disruption and nocturnal problems caused by caring for frail elderly people have 
been shown to contribute substantially to the decision to institutionalize elderly relatives 
(Pollack and Perlick, 1991). Sleep poverty contributes to the psychological and 
physiological pathologies associated with caregiver fatigue and burnout th a t is often 
quoted as a core reason for the residential admission of the older person (Maclennan, 
1998; Schultz, 1999; Wilcox and King, 1999).
Care giving burnout may also induce the abuse or the abandonm ent of the care recipient 
(Coyne etcd., 2003; McLennan, 1998; Nash, 1992). In cases where caregivers are dealing 
with people w ith dem entia, there  is more likelihood of breakdown in the re la tionsh ip  
between the two, and elder abuse has been reported (Nash, 1992; M aclennan, 1998). 
This can happen in the form of physical assau lts , verbal aggression, improper use of 
funds or property, or physical neglect. These episodes of ‘exhausted  love’ (Nash, 1998) 
and saturation  maybe provoked w hen filial piety gives way to exasperation. Many carers 
who are not only under stress, but also suffer from a  psychiatric and  physical illness 
th a t may go unnoticed, can endanger the safety and the right to adequate care of the ir 
relative, as well as suffering detrim ent to their own wellbeing.
The question th en  arises whether, w hen subject to these conditions of sleep deficiency 
and exhaustion, the caregiver is able to provide adequate care to the care receiver. Sleep 
deprivation and stra in  may, in fact, affect not only the caregiver, but the care receiver 
too. To conclude, although the clinical studies examined so far primarily concentrate on 
caregivers'sleep poverty, they analyse this through clinical and quantitative m easu res, 
focusing in particular on the most visible aspects of care, such as the type of illness, 
time spent in providing care, physical care tasks performed a t night, and  num ber of 
bouts of wakefulness. Further, they tes t s tress in caregivers w ith self-reported 
quantitative scales for depression, anxiety, caregiving burden and sleep efficiency. In 
doing so they acknowledge the impact of caregiving on sleep and stress, but fail to clarify 
completely w hat underlies higher ra tes of stra in  among caregivers, particu larly  w ith 
regard to the care of people with dem entias where the engagement with physical care and 
frequent disruption in the night, do not alone explain alone higher s tre ss  levels and  
health  effects on the caregivers.
F urther investigation is required as to how caregivers cope with night-tim e disruptive 
behaviours, including the psychological and emotional involve ment of the caregiver, and  
if this has a  fu rther deleterious impact on ca re r’s health  and  sleep. In addition, findings
19
suggest th a t a tten tion  m ust be paid to the broader social causes of sleep deprivation, 
such as the family, and the relational and cultural context of care, in order to 
understand  the problem comprehensively. Although most existing litera ture  on 
caregiving and sleep has h itherto  been situated  within the framework of sleep science 
and clinical or nursing studies th a t focus on the physical and psychiatric aspects of 
sleep poverty and  caregiving, recen t social research  has begun to acknowledge how 
psycho-social and environmental factors are implicated in sleep poverty, as well as the 
impact of the social context and cultural norms.
2 .6  Sociological and fem inist research on caregiving and sleep poverty
Studies on the social factors influencing sleep disruption, primarily conducted in the UK 
and partly in the US (Hislop and Arber, 2003a, 2003b, 2006; Hislop et cd., 2005; 
Meadows, 2005; Meadows et cd., 2009; Venn et cd., 2008; Williams, 2002), have 
highlighted how sleep is influenced by the social context w ithin which it takes place. 
Aubert and White (1959) claim that, besides being a  biological activity, hum an sleep is 
also a  ‘social event’. As a  ‘mirror of everyday life’, sleep reflects the roles and 
responsibilities, health patterns and transitions th a t characterise  people’s lives (Hislop 
and Arber, 2003a). It is ‘socially patterned’and is influenced by a ‘broader range of socio- 
struc tu ra l and demographic factors’ including age and gender (Williams, 2008).
More importantly, sleep reflects social inequalities in life. Epidemiological research in the 
UK has found associations between sleep problems and m easures of socio-economic 
disadvantage such as low income, low educational qualifications, living in sta te  -provided 
housing and not being in paid work (Arber etcd., 2007; Arber etcd., 2009). These are 
likely to be interm ediaiy factors associated with psychological s tress, worries and poor 
health . Arber and Ginn (1992) note how co-resident care, which places g rea ter 
constraints on the carer's life, is more likely to be done by working-class women ra th e r  
than  by higher middle-class women. The working class bears the greatest burden of care 
while a t the same time possessing fewer m aterial resources with which to handle the 
task.
Among the social inequalities th a t impact on sleep a  significant one appears to be gender 
(as discussed in section 2.3). It m ust be clarified th a t in th is PhD we refer to the term  
gender within a  feminist understanding of the term  (Butler, 1989; 2004; Irigaray, 1994; 
1997; Piccone Stella and Saraceno, 1996). In fem inist theory, the terminology of gender 
refers to proposed social and cultural constructions of m asculinities and fem ininities.
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This introduces a  critical distinction between the biological definition of ‘m asculine’ and 
‘feminine’and socially constructed ‘gender role s’. The la tter encompasses behaviours and 
activities th a t a  given society considers appropriate for m en and women and are 
embedded in everyday interactions, which vary according to cultural context. Fem inist 
theory generally challenges the social constructions of female gender roles as they relate 
to patriarchial power s truc tu res in society, including the domestic division of labour.
This thesis focuses primarily on gender roles as applied to responsibilities enacted within 
the household, in term s of family power struc tu res and the attribution of domestic and 
unpaid labour to women in the home. The argum ent draws on fem inist litera tu re  th a t 
discusses the assum ption th a t domestic and care duties is ‘n a tu ra l’ to women and 
embedded in the same concepts of m aternity  and femininity (Finch and Groves 1983; 
Jam es, 1989; Land, 1989; Mason, 1996; Naldini, 2003; Saraceno, 2003). In particular we 
build on studies th a t connect the gendered nature  of women’s roles and responsibilities 
w ithin the home with the dynamics of sleep disruption among midlife and elder women 
(Arber, 2007a; 2007b; Arber and Venn, 2010; Hislop and Arber 2003a; 2003b; 2003c; 
2005;Meadows, 2005; Meadows etcd., 2009; Venn et al. , 2008).
Specifically, the work of Arber (2007a; 2007b) and Hislop and Arber (2003a; c), has 
highlighted th a t women over 40 are most a t risk  of chronic sleepless. Based on analysis 
of the Psychiatric Morbidity Survey, Figure 2.1 shows that, compared with m en, midlife 
women (aged 45-54) are more likely to report poor sleep quality (at least 4 nights a  week) 
and th a t older women (age 55-74) are almost as likely to report poor quality sleep (Arber 
et cd., 2007; Hislop and Arber 2003a; 2003c).
Further analysis of the resu lts of the UK Women's Sleep Survey 2003 based on data  from 
a  national sample of 1,445 women aged over 40, showed th a t poor sleep quality in m id­
life and among older women is related to the night-time behaviour of the ir partners, such  
as snoring (Venn, 2007), the negotiation of sleeping patterns with the partner (Meadows, 
2005; Meadows et cd., 2009; Venn et cd., 2008), but primarily from the nocturnal 
behaviour of children and other co-resident relatives, night-time worries and poor health .
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Figure 2.1: Percentage o f men and women reporting sleep problems 4 or more nights per week by age 
group (Arber et oZ. 2007, fig. 1: analysis from the Psychiatric Morbidity Survey, 2000)
The impact of caregiving on sleep among women should not be surprising given that, 
universally, although some m en do some caring, especially for partners, women are more 
likely to fulfil the role. Women predominate as carers, representing almost double the 
rate of m en carers in the EU, with particularly higher ra tes  of care work undertaken  hy 
women than  m en in M editerranean countries (Eurofamcare, 2005, 2006; Lam ura etcd., 
2008a, 2008b).
Family carers across the EU provide over 80 per cent of all care for older or disabled 
people, with women, mainly daughters or daughters-in-law  and w ives/partners, 
providing approximately two-thirds of care. Women provide a substantial am ount of 
personal care for the ir elderly relatives, including assisting with bathing, washing, 
feeding, etc., while m en are more likely to provide help with instrum ental activities 
(Eurofamcare, 2005, 2006; Eurostat, 2007, 2009). Moreover, as EU comparative surveys 
show, care appears to be more intensive in Southern Europe an countries, where gender 
differences are stronger th an  in Northern Europe (Eurofamcare, 2005, 2006; Eurostat, 
2007, 2009). Among Italian women, the more rigid gender labour segregation resu lts  in
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women having a  high level of commitments and a difficult work-life balance. 
Consistently, women in such circum stances tend  to sleep less than  the ir Northern 
European counterparts (ISTAT, 2008; Eurostat, 2007, 2009).
Despite women’s higher levels of care giving and the g reater reporting of sleep problems, 
sociologists of sleep have only recently dem onstrated how the caregiving litera ture  has 
largely ignored caring a t night, or examined both the impact of providing physical care at 
night and the role of more generalized ^worries’ about the family as disruptive of night­
time sleep (Arber etcd., 2007; Arber and Venn, 2010; Hislop and Arber 2003a; 2003b; 
2003c; 2005; Venn etcd., 2008). Little atten tion  to the caregiving has been given to the 
labour carried out by women during the night, where sleep is influenced by the gendered 
natu re  of caregiving (Arber and Venn, 2010). Because caring and the tasks of family 
m aintenance are performed mainly by women and also occur a t night, women are more 
likely to disregard the ir own sleep needs, prioritising those of the ir family (Venn etcd., 
2008). Hislop and Arber (2003a) suggest that, in  th is sense, the sleep context is a  fu rther 
a ren a  in which gender inequalities are m anifest.
In examining the gender gap in sleep quality, Williams (2002) argues th a t tiredness is 
linked to women’s roles and responsibilities as both m others and workers, in trying to 
balance the demands of domestic and paid work. Hislop and Arber (2003a; 2003c) stress 
the frequency of sleep disruption in mid-life and older women, the bedroom becoming an  
‘invisible workplace’, in which women’s sleep needs are negotiated by the unpaid physical 
and emotional labour unde rtaken for the we llbeing and m aintenance of the ir partne r  and 
family. In th is respect, Venn etcd. (2008) speak about a ‘Fourth Shift’, referring to the 
unpaid carework performed by women a t night, even by women who are also in  full -time 
paid employment on weekdays. When studying the sleep of women the full range of 
experiences in a  woman’s life course, such as caregiving and other family roles m ust be 
taken  into account. Indeed, the sleep of a  female caregiver is directly re la ted  to the 
natu re  and characteristics of the ir caregiving activity and the specific fea tu res of its 
performance a t night.
2 .7  Conceptualising caregiving in relation to sleep
A range of studies have established tha t there  are gender differences in the impact of 
caregiving with respectto  ra te so f anxiety and  depression, perceived social support, and 
perceived burden (Arber and Ginn, 1995; Hirst, 2005; Lee, 1999; Pinquart and  Sorensen, 
2006). Female carers show a tendency to be more anxious and depressed th an  m ales,
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reporting more personal costs and g reater negative impact on the ir daily activities and 
social interaction (Hirst, 2005; Lee, 1999; Pinquart and Sorensen, 2006). To appreciate 
the pervasive role of care in women’s lives, th is section aim s to clarify concepts of caring 
and its potential complex and m ultifaceted impact on sleep.
The term s ‘ca re ’ and ‘caregiving’ have been given different definitions in research  and 
policy-making, ranging from family aid to paid nursing, from tem porary care to intensive 
and long-term care for severe illnesses. Concepts of care are not univocally employed in 
research literature, and may refer to care as n u rtu re , treatm ent or the follow-up sessions 
for elderly disabled or m entally disturbed people (Barer, 1990). Some scholars, such as 
Graham  (1983, p. 13) define care as ‘a  concept encompassing th a t range of hum an 
experiences which have to do with feeling concern for, and taking charge of, the wellbeing 
of o thers’.
A first and most commonly acknowledged distinction in discussing caregiving is the 
differentiation between formal (professional, structured) and informal, unpaid family 
care. This distinction was first conceptualised in the UK during the 1970s, w hen the 
term  ‘informal care’was introduced in place of w hat had previously been simply defined 
as ‘family care ’ which had previously been incorporated into normal family duties (Victor 
1997; Finch 1989). During th is period, concerns about the growing ageing population 
came to the forefront of policy-making, alongside a  greater participation of women in the 
labour m arket and a decrease in the national fertility rate , with the assum ption th a t it 
would be less likely th a t children would be able to carry out elderly care (Victor, 1997). 
The distinction made between formal and informal care highlighted the unpaid na tu re  of 
care, acknowledging informal care as actual labour performed without m onetary rew ard 
and on the basis of kin solidarity and relationships. Informal care could be defined, then, 
as care provided by family and friends, not delivered for money but derived from long 
term  relationships (Victor, 1997).
Fem inist critiques of community care have contested the policy-makers’ assum ption of 
the natu ra l female role as an informal carer (Finch 1989; Lewis and M eredith 1998; 
Victor 1997). Both income and education are important me dialing factors, as people who 
have fewer economic, material and cultural resources suffer more under the burden of 
informal caring, in particular middle-aged women from the working class (Arber and 
Ginn 1992, 1995b). However gender inequalities in  the division of household labour have 
a ra th e r more evident impact. Even w hen no s ta rk  differences appear betw een m en and 
women in caring for a spouse or a child, disparities are strongly m anifest in 
interge ne rational care, both in the am ount and quality of care provided, w ith women
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more likely to perform personal care (Arber and Ginn, 1995b). To the workload of care 
has to be added the large volume of housework, which is unequally shared  and mainly 
performed by women. In th is respect, Hochschild and Machung ( 1989) u sed  the term  the 
‘second shift’to describe the situation in which, evenw hena wife works more hours than 
h er husband outside the home, she still undertakes a  larger share of housework.
Informal care provided within family solidarity networks, and  its re la ted  gender 
inequalities, are the focus of th is doctoral research , together w ith the impact of 
inadequate welfare provision on informal carers. The next sections will explore 
dimensions and concepts of informal caregiving, which will help to frame the analysis of 
the data  in th is study.
2 .7,1 Dimensions o f  inform al caregiving
Within informal caregiving specific types of care have been identified. In 1981, Parker 
(1981) first differentiated ‘tending’ from ‘caring’, distinguishing a  physical from a  more 
emotional sphere of care. Similarly, Ungerson (1983) refers to ‘caring about’ (as an 
emotional response) as opposed to ‘caring for’ (i.e. w hat is being done, tending). Graham  
(1983) also a sse rts  th a t caring consists of both labour and love. More precisely, Jam es 
(1992) identifies three distinct aspects of caregiving: the physical labour, the emotional 
labour and organisational or m anagerial labour. She defines a  carer as ‘someone who 
gives sustained, close, direct m ental and physical attention to the person being cared for’ 
(p. 489), clarifying care by using the formula ‘care = organisation + physical labour + 
emotional labour’. The characteristics and implications of each  of these  three broad types 
of care will be outlined.
2.7 .1 .1  P hysical care
The component th a t is generally most easily identified and acknowledged within carework 
is physical care (Jam es, 1992). Physical work, in its visibility, is more quantifiable and 
recognised as paid work, as it can be more easily assessed  in its completion. This 
recognition includes, for example, the common notion of nursing as physical assistance 
(Staden, 2004).
JuliaTwigg’s research (1997, 2000) on providing physical care points out the difficulties 
emerging at th is care level. Twigg notes how undertaking ‘bodywork’ implies the need  to 
deal with dirt and disgust, and to balance intimacy and distance. Bodywork is often felt 
as ‘dirty work', kept in low esteem  and gender-segregated w ithin the family. When 
performing physical care, caregivers have to deal with w hat Twigg calls ‘the negativities of
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care namely hum an wastes, smells, the direct touch of a  body in  decay and recalling the 
idea of death. W ashing and bathing, in particular, are recognised as the most personal 
and upsetting forms of bodywork, which often bring about a ‘cris is’in carers. They entail 
negotiating nakedness and touch and can border on the ambivalent territoiy of sexuality.
2 .7 .1 .2  M anagerial care
The organisational and m anagerial component of care entails planning and evaluation. 
Managerial care includes financial and logistical planning, interaction with the formal and 
informal agents involved in care, workload organisation and division of caregiving in the 
household. M anagerial care connects and balances physical and emotional care, 
mediating the impact of the two. Critical issues within th is organisational level lie in the 
planning and negotiation about the division of care labour. It is generally a t th is stage 
th a t the gendered division of labour is assum ed, the likelihood being th a t women will 
provide the larger part of direct care (James, 1989; 1992; Staden, 2004; Arber and Ginn, 
1995a).
2 .7 .1 .3  Em otional care
It is the th ird  component of care, the emotional, th a t generally receives less 
acknowledgement and analysis. Emotional care is generally more difficult to record and 
quantify (Jam es, 1989, 1992; Staden, 2004), as it refers to the more blurred domain of 
feelings. For these  reasons emotional care is generally signified as ‘non-labour’.
Emotional care is commonly referred to also as ‘emotional labour’. Hochschild (1983) first 
u sed  th is term  to define th is previously unexplored component of care work, m ainly 
carried out by women, as ‘the induction or suppression of feeling in order to su sta in  the 
outward appearance th a t produces the proper sta te  of m ind in others -  th a t of being 
cared for in a  safe and convivial place ’ (p.7). Hochschild also refers to emotional labour as 
‘emotion work’ and ‘im m aterial labour’. Mason refers to emotional labour as being a 
‘labour of love’ (Mason, 1996).
The ‘alertness to the needs of o thers’ (Staden, 2004) implied in emotional labour is a  core 
part of carework, and it can be painful, strenuous and difficult. Jam es (1992) identifies 
some of the m ain requirem ents of emotional labour:
- being able to understand  and  interpret the needs of others;
- being able to provide a personal response to these  needs;
- being able to juggle the balance of each individual within a  group; and
- being able to m anage the work, taking into account other responsibilities.
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On a sim ilar note, Mason (1996) u ses  the concepts of ‘sen tien t activity’ and ‘active 
sensibility’ in relation to the worries, thoughts and negotiations of relationships 
associated with physical care. ‘Sentient activity’re fers to the conscious activity of feeling a 
responsibility or a  commitment to someone (Horton and Arber, 2004). Overall, emotional 
work implies empathy for the care receiver, anticipation of their needs and long-term 
concern about the ir situation (Hochschild, 1993; Mason, 1996). The impact of emotional 
labour and sen tien t activity is seldom recognised, mainly because of w hat m any scholars 
call ‘the invisibility of carework’, yet the emotional component of care is im portant in 
defining the impact of caregiving burden and stress (Hochshild, 1983; Hochschild and 
Machung, 1989; Jam es 1992; Graham  1983; Land, 2002).
M ainstream  research  and time use studies also tend  to exclude ‘passive care ’w hich 
refers to ‘the time the presence of the carer is required in the house w ithout actually 
being involved in  ca re ’(Land, 2002:29). In so doing, the substantial time associated with 
care for children and  frail elderly people would be considerably underestim ated . This 
invisibility of care is, according to Land, reflected in m ainstream  government policies, 
which denote an  incomplete understanding of the natu re  of care and of w hat is ‘ca re ’and 
‘work’, placing the focus for state  intervention on ‘active care ’ instead  of equally 
recognizing and  valuing both passive and  active aspects of care (Land, 2002).
2 .7 .2  The in v is ib ility  o f  carew ork
As discussed in  section 2.4, clinical resea rch  on sleep has mainly focused on practical 
and m easurable aspects of care. The same trend  is found in morbidity surveys and 
cu rren t studies of care giving, which Arber and Venn (2010) note have mainly relied  on 
‘time based’ and ‘task  based’ m easurem ents of care, privileging the exam ination of 
physical care tasks. By doing so, caregiving literature has not only largely ignored caring 
a t night, but also ignored the impact of the emotional aspects of caregiving a t night, such 
as the ‘worries’th a t are frequently reported to disrupt women’s sleep (Arber and  Venn, 
2010; Venn etcd., 2008). These are commonly in terpreted  as symptoms of psychological 
disturbance, ra ther than  responses to care demands, re la ted  to the ‘sen tien t activity’ of 
care (Arber and Venn, 2010).
The blurred boundaries between care for a  specific dependent’s needs and emotional aid 
account for m uch of the lack of analysis of the overall impact of care on the caregiver. 
W hen considering the impact of caregiving on sleep, analysis of the impact of providing 
physical care alone, on which most clinical research focuses, is not sufficient. A range of 
‘invisible ’ daily activities, moral support, solidarity aid and emotional labour, which are
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difficult to quantify and evaluate, need  also to be considered. Care for a  dependent 
person is a  complex activity, including aspects such a s  housekeeping, family conflict 
resolution and liaison with institu tions and welfare agencies (hospitals, local care 
services, paid care workers), besides the physical care and psychological support given.
The impact of the invisible aspects of care is still under researched. Walker etcd., ( 1992, 
1995) observe how the daughters of self-sufficient, widowed m others still performed a 
num ber of daily, usually  light errands for them  (grocery shopping, m eal preparation, 
laundry), help w ith difficult tasks (house cleaning, driving) or provided moral support 
(phoning, chatting, visiting). These daily Invisible’care activities, despite the ir apparent 
lightness, may impact on care giving strain , not because of the actual lieav iness’ of the 
tasks, but for the values (such as guilt and obligation) a ttached to them . Research on the 
burden on caregivers in Italy (Da Roit and Naldini, 2008) shows how often the source of 
stre ss  is not in the physical care itself, but in the relationship with the care recipient and 
exposure to the ir expectations and complaints, which can engender anxiety, conflicts, 
guilt and a  sense of psychological entrapm ent in the caregiver.
2 .7 .3  The continuum  o f  caregiving
A concept th a t is re levant to understanding  the lifelong natu re  of care as perform ed in 
Italy, is th a t of the ‘continuum  of ca re ’. This term  has been used  in diverse contexts, for 
example within cancer palliative care, for follow-up during post-acute and  post-crisis 
phases of care and for lifelong AIDS care. Overall, it indicates th e  fluctuating yet 
continuous character of care, ‘shifting back and  forth’ from periods of intensive care to 
periods of lig h t’ care (Becker, 2007).
The framework of the ‘continuum ’of care, ra th e r th an  focusing on the idea of care as a 
localised intervention related to specific dependencies, allows an  acknowledgement of the 
impact of lighter and follow-up carework, between episodes of crisis or before the onset of 
illness. In a study on child caregivers caring for parents affected by AIDS, Becker 
suggests th a t informal caring roles can be located along a 'caregiving continuum ', 
shifting in alternate phases from a light end with low levels of caring responsibilities to 
high levels of care giving responsibilities increasing in  extent, complexity, and  duration , 
see Figure 2.2 (Becker, 2007). Care is seen  as oscillating, through in term ediate stages, 
between two extremes, entailing a t one end the ‘heavy’intensive care, where caregivers 
need  to provide instrum ental and  substantial help to dependent people, and, a t the 
other, a  light end’, where what is required is mainly instrum ental and emotional 
support.
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Fig. 2.2: The Continuum  o f Caregiving (Becker, 2007, p. 12)
Becker’s definition allows a distinction to be made betw een carers who are involved in 
‘significant, substantial or regular care’and have higher care responsibilities, and carers 
who, as part of the ir routine family lives and roles, may be involved in some aspects of 
caring but a t a  level th a t is n e ither substantial nor regular, and who do not suffer 
outcomes th a t are particularly damaging or restrictive. Thus, caregiving can be viewed 
along a continuum , in which all carers are involved in some aspects of caring throughout 
life, but with a  sm aller proportion taking on substantial, regular or significant roles, 
which are frequently associated with serious negative outcomes (Becker, 2007).
2 .7 .4  Am bivalence in care
Another source of ambiguity in caregiving policy and resea rch  is the multiple na tu re  of 
the meanings attached to care. Intergenerational family re search has generally involved a 
dichotomous perception of intergenerational relations and care exchanges, polarised 
around either positive aspects, such as intergenerational solidarity or negative aspects, 
such as family conflict (Bengtson, 2001, 2002). Luscher and Pille me r (1998) introduce 
the concept o f‘intergenerational ambivalence’, acknowledging the in trinsic co-existence 
of both positive and negative effects in kinship relationships, which, by definition, cannot 
be reconciled. This theoretical approach, stressing the ambivalent na tu re  of care, helps 
u s to understand  the ambiguous nature  of caregiving as involving both love and  d istress 
and the intergenerational paradigm of care exchanges and relations.
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This doctoral research will intentionally focus on some adverse aspects of caregiving. It 
acknowledges the healthy  and emotionally rewarding aspect of care, as a  na tu ra l 
extension of love, and  of its role in attributing a  positive image of self and fem ininity to 
m any women, as well as its positive impact on social affirmation and self-worth. Positive 
effects of caregiving on health  and  psychological wellbeing have been confirmed by socio- 
m edicalresearch and intergenerational solidarity studies, which note the positive value 
of m utual exchange (Bengtson, 2001, 2002; Luscher, 2000, 2002; Luscher and  Pillem er, 
1998).
Caring occurs in a  familial and relational context of affection among people and  it is in 
principle ‘a  labour of love’ and hence som etim es indistinguishable from the daily 
atten tion  and aid th a t are common in families. Studies on the positive effects of care 
reveal feeüngs of emotional reward (Schultz and  Sherwood, 2008; Tarlow etcd., 2004). It 
should also be noted th a t the recipient of care som etim es contributes to the family not 
only emotionally but also instrum entally (i.e. providing childcare or domestic help) and 
financially in a context of m utual exchange (Glaser and Tomassini, 2000; Tomassini et 
cd., 2004). Nevertheless, an  excessive reliance on family ideology risks falling back on the 
‘sentim ental view of caregiving’, in which women are seen as na tu ra l carers and  ‘devoted, 
loving servants’ (Walker, 1995, p.7), who are taken  for granted and to whom caring 
dem ands and responsibilities, both in society and in a  m arriage partnership, may be 
delegated.
2 .7 .5  In visib ility  an d  socia l in equality
Fem inist studies have noted the invisibility of the traditional unpaid work of women, 
both w ithin the family and in  public policies (Hochschild, 1983; Hochschild and 
Machung, 1989; Land, 2002). Women's work seem s to disappear into the unrem arked  
categories o f‘habit and in stinc t’or ‘the horizon of the taken-for-granted’ (Glick Schiller, 
1993, p.505) th a t allocates the care of elderly people to women kin.
The social invisibility of informal carers strengthens the inequity in household work-load 
division between m en and women and hinders the recognition of the high impact of the 
care burden, especially on the most vulnerable social stra ta . Studies on AIDS carers 
(Flaskerud, 1998; Glick Schiller, 1993) show th a t the effects on general health  as well as 
depression, anger and isolation occur to a  g rea ter extent in low-income women with 
higher rates of isolation, poorer level of education, and an  absence of traditional sources 
of support.
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The assum ption th a t women are always available to care for family members, while m en 
are only available if careers and personal aspirations permit, m eans th a t the resu ltan t 
restriction of women’s opportunities is positioned as na tu ra l and unalterable. 
Furthermore the inequalities of women's caregiving translate into their poorer health  and 
reduced quality of life (Flaskerud, 1998; Glick Schiller, 1993; Lee, 1991). Ann Oakley 
(1985) notes how, in  household labour, the perceived Invisibility’ of domestic work and 
stereotypes of housework as le isu re ’are brought into play. As well as carework, domestic 
work is hardly recognised as work. The lack of m onetary and social rights a ttached  to 
housework has reinforced its invisibility, providing ‘a  rationale for women's second-class 
sta tu s  in both public and private dom ains’ (Glazer Malbin, 1976, p.906). Glick Schiller 
(1993, p.487) claims th a t the ‘disregarding of women's caregiving is part of larger 
hegemonic processes th a t hinder structures of dom ination’and thus susta ins th e  values 
of the culture, including ideologies of gender and kinship, which unde rly the organisation 
of society. Furtherm ore, as noted by Land, higher unpaid caring responsibilities are 
re la ted  to lower access to paid labour and are therefore re la ted  to w om en’s economic 
dependency, inequalities in the distribution of resources w ithin households, and 
ultim ately the g rea ter likelihood of poverty (Land 1989, 2000a).
2.8 Conclusion
This chapter has reviewed cu rren t litera ture  on the link betw een sleep poverty and  
caregiving. Sleep resea rch  has recently  expanded from a  m erely pathological and  
biomedical framework to include broader psycho-social aspects of sleep deprivation. 
Clinical sleep re striction studies have dem onstrated the adverse effects of chronic s leep  
loss on metabolism, cognitive functioning, mood and immune deficiency. Social resea rch  
into sleep has conversely explored other relevant factors associated with sleep 
de privation. Among the se , particularly in UK studie s , caregiving within the family context 
has emerged as a  major factor associated with higher risks of sleep poverty and fatigue. 
Different aspects of care are involved in night-time care, including the ‘invisible’ aspects 
of caring, such  as emotional labour and the ‘continuum ’ of care.
A num ber of sleep science studies comparing caregivers w ith non-caregiving controls 
have found higher levels of sleep disruption and w akefulness, associated w ith poorer 
h ea lth  and  higher emotional and physical vulnerability. A few have concentrated on the 
effects of intensive care on sleep, in particular, researchers have focused on the im pact of 
dem en tia  and cancer palliative care on sleep poverty and emotional and  physical 
wellbeing, as well as on daytime performance. However, existing research  into sleep
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deprivation, besides being limited, has m ainly tackled caregivers’ sleep poverty using a 
clinical framework, concentrating on nursing  and biomedical studies, in particular in the 
UK and US context. They have been mainly quantitative studies, and have not involved 
qualitative re search to examine the m eanings of caregiving from the perspective of the 
carer. Further re search on caregivers is required, including cross-cultural consideration 
about the social factors associated w ith caregiving and sleep loss.
This study aim s to expand the existing re search on caregiving fatigue and sleep poverty 
through a  qualitative, in-depth study of midlife and older women in Italy. Such a  study in 
a  specific societal context may have broader relevance to the debate on the impact of the 
social and cultural context of care on sleep deprivation. To th is purpose, the next chapter 
will introduce basic features of the societal context of care in Italy as well as the 
M editerranean welfare regime, where informal caregiving is intensified by higher ra te s  of 
an  ageing population, low welfare sta te  provision, and  strong cultural norms about the 
gender division of labour and care responsibilities.
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Chapter 3
The so c ie ta l con tex t o f care in  Italy
3.1 Introduction
The majority of literature on care givers’health  em anates from a clinical perspective, and 
is mainly produced in the UK and the US, with little research  conducted in  non- 
Anglophone countries. In addition, limited attention has been given to the social context 
of care and its impact on the caregiving burden, caregiver’s burnout, and  sleep 
deprivation. This thesis aims to address th is gap, providing empirical evidence from an 
exploratory study focusing on the societal context of Italy, where care dem ands appear 
higher th an  in North European countries, welfare state  support is lower and  a  strong 
family culture increases pressure on family members, especially women, to provide both 
informal care and childcare. In particular, th is research will consider one specific aspect 
of caregiving fatigue, sleep poverty, focusing on w hether in Italy, where informal 
caregiving appears more diffuse and in tense , women experience particularly in tense 
sleep disturbances as a  consequence.
Surprisingly, in Mediterranean countries, such as Italy, which face a  severe care crisis, 
an  ageing population and the absence of a  welfare structure  for child and elderly care, 
research  on caregivers’wellbeing is relatively little developed. Social research literature in 
Italy has mainly concentrated on the problem of care giving a t a  policy level. At a  liands 
on’ level, a  num ber of projects are being piloted by local m unicipalities and  NGOs in 
support of families and caregivers, mainly fuelled by the rise in the num ber of 
Alzheimer’s patients (section 3.9). Nevertheless, empirical research  on h ea lth  and 
emotional problems deriving from caregiving has been limited. The issue of caregivers’ 
sleep poverty has been occasionally referred  to in  association with other h ea lth  issues 
related to caregiving, principally stress, depression and fatigue (section 3.9). However, 
caregivers’sleepless has not been studied to date in Italy as a specific problem in itself.
This chapter will introduce the Italian societal context of care, providing an  overview of 
population figures, welfare characteristics and social policies. In will exam ine both 
informal care for elderly people and children. The cultural norms affecting care practices 
and gender roles across the national territory will be discussed, as well as in the study 
area, Mantua, and its province. Finally the existing literature on the caregiving burden in 
Italy th a t refers to sleep deprivation will be reviewed.
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3.2 The Italian societal context of care: key figures
Empirical evidence from EU surveys on informal care indicates th a t although caring for 
elderly relatives and children at home is more frequent in Northern Europe, it is far more 
intensive in Southern Europe. This is associated with the impact of living arrangem ents, 
such as the higher likelihood of co-residence in extended families, and the lack of other 
available care services (Eurofamcare, 2005, 2006; Eurostat, 2007, 2009; Lam ura etcd., 
2008a, 2008b; WHO, 2003, 2004). In all M editerranean countries, particularly in Italy, 
this scenario is exacerbated by the changing demographic patterns of m ortality and 
fertility.
3.2.1 Ageing popu la tion
Italy has the second highest ageing population in Europe and among the lowest public 
expenditure on health  services, childcare facilities and long-term  institutional and home- 
based public care. As shown in Fig. 3.1, Italy and Germany have the highest percentage 
of people aged 65 and over in Europe, reaching 18% in 2005.
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Fig. 3.1: Percentage o f population aged 65 and over by country
(OECD, 2009, p.21)
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Nearly one fifth of the Italian population is aged over 65, resulting in an  increasing 
dem and for care for the elderly. The dependency ratio, namely the ratio of inactive elderly 
people to the total labour force, is projected to rise by nearly 50% in Italy and Japan  by 
2050 (Fig. 3.2).
2050 -  , ♦ 2000
Fig 3.2: Ratio o f the inactive population aged 65 and over to the labour force in 2000 and 2050
(OECD, 2009, p. 19)
Even more significant is the consistent growth in the num ber of people aged over 75 in 
Italy, which has almost tripled from 2.1 million to 5.7 million in the last tw enty years 
(ISTAT 2008; Santini, 2010). People in th is age group normally require more intensive 
care.
3 .2 .2  Decline in f e r t i l i ty
The ageing of the population is clearly linked to decline infertility rates, which are low in 
all M editerranean countries (OECD, 2009), see Fig. 3.3. In Italy, the decrease in birth 
ra te , which fell from 2.7 children per woman to 1.2 between 1970 and 2006, is 
accompanied by an increase in the average m aternity age to 30 years (OECD, 2009). This 
has been explained partly by the enhanced education and participation of Italian women 
in the labour m arket (Santini, 2010; Naldini 2009), but also by the comparatively higher 
care burden and reduced welfare and childcare support experienced in Italy compared 
with Northern European countries (Di Nicola, 2005; Lamura, 2008a, 2008b; Saraceno, 
2003, 2005; Saraceno and Naldini, 2007).
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Fig. 3.3 Total fertility  rates. Number of children born to women aged 15 to 49 in 1970 and 2006
(OECD, 2009, p. 15)
Most working Italian women face the rigidity of a  labour m arket tha t rarely offers family- 
friendly working hours, and where available childcare facilities are often inflexible. 
Commenting on these difficulties in work-life balance arrangem ents, Naldini and 
Guerrero Jurado (2009, p.24) stress how ‘the absence of childcare services and the need  
of women to work long hours in full-time jobs m akes the cost of having children very 
high, leading to greatly reduced fertility ra te s ’. Also Di Nicola (2005) notes th a t the low 
ra tes of fertility could be seen  as an extreme strategy of containm ent of unpaid care 
work; in other words, in order to avoid the pressures arising from a double work load, 
Italian women reduce the num ber of children they bear.
3 .2 .3  Em ploym ent o f  women
Another are a of social and family change in Italy, crucial to the care crisis, is the increase 
in the num ber of women with higher education and en tering  the labour force. In recen t 
decades, women in Italy have been educated to a  significantly h igher level, such  th a t a 
greater num ber of women than  m en now possess a higher education degree. Betw een 
1993 and 2003 the percentage of women with a degree rose from 26.8 to 40.6. During 
the same period, 1993-2003, female employment grew in the centre-north of the country 
from 42 to 51.5 per cent (ISTAT, 2008).
Nevertheless, although the percentage of working women has increased  from 42% in 
2002 to 46% in 2007 in Italy, the rate  in 2007 was lower in Italy th an  the European 
average of 58%, and is among the lowest in Europe, even lower than  other Mediterranean
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countries, such as Spain and Portugal (Fig. 3.4; Eurostat, 2009). Higher ra tes  of 
unemployment are found in southern  Italy (ISTAT, 2008), with sim ilar trends also 
observed for youth unemployment rates. The national average for unemploym ent under 
age 25 is 20.3%, compared with a  European average of 15.3% and 14.3% in the United 
Kingdom (Eurostat, 2009). Youth u n e mployment in Italy is also very high, which is one 
reason why high num bers of young people continue to live with the ir parents until 
adulthood, adding to midlife women’s caring responsibilities (Eurostat, 2009).
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(Eurostat 2009, fig. 7.3, p.271)
The inflexibility of the Italian labour m arket and the lack of services th a t support 
children, especially those aged under three (section 3.4.1), combined with wom en’s 
obligation to perform m othering care tasks, tend to discourage women from rem aining in 
the workforce, where th e ir presence in Italy is already particularly  low (Del Boca and 
Locate Hi, 2008; Di Nicola, 2005; Gutierrez-Domenech, 2003; Lucchini et cd., 2007; 
M arenziandPagani, 2004; Ponzellini, 2006; Saraceno, 2011; Saure 1 -Cubizollones etcd., 
1999; Trifiletti, 1999).
3 ,2 ,4  Low w elfare s ta te  provision
Despite these social and demographic challenges, Italian public expenditure on hea lth  
and social care services, in particular childcare and elderly care, rem ains among the 
lowest in EXirope. Italy ranks below the OECD average in term s of health  expenditure per 
capita, with spending of about 2,686 USD in 2007, compared with an  OECD average of 
2,964 USD. In particular, family policies are underdeveloped and  public spending on 
family policies is very low (Eurostat, 2009; OECD, 2009). Figures 3.5, 3.6 and 3.7 show 
th a t in Southern European welfare sta tes there  are low levels of social protection 
expenditure, which resu lt in a  deficient provision of services.
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In contrast w ith the generalized ideological and Catholic em phasis on family solidarity, 
Italy displays a  w eakness of sta te  policies to support the family (Bimbi, 1999; Naldini, 
2003; Saraceno, 2003, 2005). In particular, child care facilities for very young children 
and social services for the frail elderly are inadequate to m eet the growing requirem ents 
for intergenerational care. Given the important implications of welfare shortage for 
women’s unpaid care labour, the next two sections (3.3; 3.4) provide a  more detailed  
overview of public expenditure and curren t social policies w ith regard to childcare and  
elderly care in Italy.
3.3  Elderly care provision in Italy
Provision of services for elderly people is very lim ited in all South European countries, 
home assistance and institutional care for elderly people being virtually non-ex isten t in  
Greece and very limited in Spain and Italy (Fig. 3.6). The expenditure on elderly care in 
Italy, a t 0.1 per cent of total sta te  expenditure, is below the European average of 0.5 per 
cent, compared with 1 per cent in the United Kingdom and 2.5 per cen t in Scandinavian 
countries, such as Sweden (Fig. 3.6).
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The lack of welfare provision for elderly people in Italy is twofold: on the one hand, 
residential care provided by the state  is very low, and on the other hand, Italy has one of 
the lowest rates of domiciliary care provision in Europe (Saraceno and  Kech, 2010). Fig
3.7 illustrates the provision of institutional and home care in M editerranean countries 
where Italy shows low levels, especially of institutional care, not only w ith in  Europe but 
also among South European countries.
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Institutional and home care services for elderly people are not me a n s-tested  in Italy but 
they are offered only on condition th a t there is no family member available to look after 
the elderly person (Da Roit and Facchini, 2010; Gori, 2000, 2002; Saraceno 1999; 
Saraceno and Kech, 2010; Trifiletti 1999). The prevailing approach is for the local 
authority to s tep in  only in cases of extreme need, offering m onetaiy transfers to ‘finance’ 
family care and a  limited array of services in kind to supplement or replace it (Bettio et 
al., 2006).
3 .3 .1 R esiden tia l care
On average, two per cent of the Italian population aged 65 and over live in residential 
care (Da Roit and Facchini, 2010; Gori, 2000; 2002), which is quite expensive for u sers. 
The Italian National Health Service is alleged to cover the costs of institu tional care in 
cases of severe conditions. However, the num ber of available beds in public institu tional 
facilities is very lim ited and most families tu rn  to private nursing  homes or to private, 
hom e-based care (Da Roit and Facchini, 2010; Da Roit and Sabatinelli, 2005; Z anatta, 
2004). Some regional and local governments offer partial financial help to cover the 
general costs for public nursing  homes, with the family covering the rest.
Overall, there  is no uniform national policy, and  practices vary among regions and 
between urban areas and villages (Da Roit and Naldini, 2008; Gori, 2000; 2002; 
Saraceno, 2003; 2005; Simoni and Trifiletti, 2004). A ssessm ents for the adm ission of 
elderly people into public care are made locally by the social services of individual 
municipalities and the territorial variations in th is respect are massive from place to 
place, north to south and between urban areas and villages (Saraceno, 2005). D ata from 
the Agenzia SanitariaItaliana show th a t in the north, 3.9 per cent of the population aged 
65+ receive long-term care in an  institution, compared with only 1.1 per cent in the 
south (Gori, 2000). Further national disparities in care practices and  welfare provision 
will be detailed in section 3.5.
As a  consequence of the low availability of institutional care, severely dependent elderly 
people are predominantly cared for at home in Italy. A comparative care study of Italy 
and Finland (Zechner, 2004) revealed many situations where the structu ra l welfare 
circum stances created differing actions and responses from the carers in each  society. 
F innish participants negotiated more with the social and healthcare  services and got 
support from the public sector in term s of services, houses or flats with easie r living 
conditions. In contrast, Italian carers kept the ir elderly relatives with incapacities close to
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or w ithin the home and mainly tu rned  for help to the informal sector and to the 
imm igrant grey m arket.
3 .3 .2  Home care services
Social care services reach a t most 3-4 per cent of the elderly population in Italy, and  only 
for a limited num ber of hours a  week, while healthcare domiciliary services may have a 
broader clientele but tend  to be restricted to very specific tasks. In summary, long-term  
intensive care provision by social and health  services is insufficient, even where the latter 
is relatively well developed (Da Roit and  Facchini, 2010; Da Roit and Naldini, 2008).
Evidence from Eurofamcare highlights th a t four-fifths of Italian carers do not make use 
of any type of domiciliary care. In addition, there  is a  severe lack of services designed 
specifically to support carers, such as counselling, training, self-help and m utual 
support groups, and only one out of 50 carers benefit from such services (Eurofamcare 
2005, 2006; Santini, 2009; Lamura etcd., 2008a, 2008b).
Among dependent older people who do receive social services, the standard  situation is to 
receive home care {Assistenza domiciliare) once or twice a  w eek (generally for 1-2 hours 
per day). This is a  professional service aim ed a t helping frail elderly people e ith e r w ith 
personal care (gettingup, dressing, washing, walking) or with housekeeping tasks (e.g. 
shopping, m eals delivery, cleaning, laundry), depending on the ir needs and on other 
available care resources (Da Roit and Facchini, 2010; Da Roit and Naldini, 2008). Given 
the high degree of dependency in most cases, provision by home care services accounts 
for only a  small proportion of the huge num ber of care tasks th a t have to be undertaken , 
which are usually m anaged and co-ordinated by the m ain caregiver, most often the 
elderly person’s daughter. Elderly people receiving home services are likely to have a  
lower personal and household income. Besides the domiciliary service, in a few cases 
elderly parents use other professional privately paid services, especially m edical help, 
such as physiotherapists or professional nu rses (Lamura etcd., 2008a; 2008b).
3.3 .3  Cash fo r  care m easures
A national cash benefit schem e {indennità di accompagnamento, or a ttendance 
allowance), paid for by the National Social Security Institute (I.N.P.S.), provides benefits 
for adults assessed as suffering from severe disabilities. Beneficiaries m ust be 100 per 
cent disabled and in need  of constant care. This allowance rep resen ts a t p resen t the 
most re levant public intervention in favour of older dependent people: it reaches around 
10 per cent of those aged 65+, who re present two-thirds of the beneficiaries (Bettio et cd.,
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2006; Da Roit and Naldini, 2008). This benefit is not me a n s-tested and is not conditional 
on the family structure of the person in need; it am ounts to about 450 euros per m onth 
and is often used  to hire private care staff (Bettio etcd., 2006).
These 'payment for care ’ schemes are generally used  as funding for relatives who perform 
care (mainly daughters and daughters-in-law) or to hire external care workers from the 
grey m arket. The wide spread employment of private immigrant care workers, which will 
be discussed in the next section, is partly due to the presence of these  freely available 
public incentives. In addition, a  num ber of local and regional adm inistrations provide 
the ir own cash  allowances for care, often on top of those granted by the sta te  and  based 
on their own selection criteria. Nevertheless, th is provision, as well as domiciliaiy care, is 
heterogeneous and not uniform on a  national level (Santini, 2009; Lam ura etcd., 2008a, 
2008b). In summary, despite the activities of some regions and m unicipalities, 
individuals and families are mainly left to the ir own devices in term s of the m anagem ent 
and provision of day-to-day personal care for highly disabled and frail older people.
3 ,3 .4  The care drain: p r iv a te  im m igrant carers
To cope with the lack of sta te  -provided elderly care in Italy, in  the las t 20 years, there has 
been a growth in  privately employed care assistan ts  from other countries. A ‘care d ra in ’ 
(Bettio et oZ., 2006) has drawn into the country m igrant female workers, popularly called 
bodcmti, literally‘minders’, who provide co-resident care for disabled older people (Gori, 
2002; DaRoit and Facchini, 2010; Da Roit and Naldini, 2008; Lam ura etcd., 2008b; 
Simoni and Trafiletti, 2004; Z anatta, 2004). The badante is typically a  m iddle-aged 
m arried woman, som etim es highly qualified but in most cases inexperienced, who is 
temporarily working abroad to save money to send back home.
Bodcaxd mainly come from easte rn  European countries, such as the former Soviet Union, 
Albania and Poland, or from outside the EU, for example from the Philippines, South 
America and North Africa. They are hired through Catholic circles, charity associations or 
the grey m arket and earn  approximately 900 euros per m onth in N orthern Italy and  600 
euros in the south. Families who cannot afford to provide a regular contract hire private 
will carers In  the black m arket’, m eaning irregularly, and  the carers generally do not pay 
tax  and national insurance contributions (DaRoit and Facchini, 2010; Da Roit and  
Naldini, 2008; Lamura etcd., 2008a, 2008b). Having a  badante living in  the home of an  
elderly dependent guarantees the fulfilment of a  range of housekeeping tasks and, more 
importantly, continuous supervision of the older person. This care arrangem ent 
contributes to a strong continuity of traditional family care, of which the presence of an
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imm igrant in  the family constitu tes a variant. This variant does not underm ine the 
traditional gender division of care labour insofar as the private carers are all women and 
the primary caregivers in the family are daughters ra ther th an  sons, enhancing once more 
gender inequality a t the level of informal work (DaRoit and Naldini, 2008; Simoni and 
Trafiletti, 2004).
The prevalence of m igrants in the family model of care can also reinforce other divisions, 
e thnic inequalities and social stratification (Da Roit and Naldini, 2008). Moreover, there is 
little m arket regulation, which presen ts a  high degree of uncertainty, not only for care 
workers but also for the ir employers. The increased  private employment of badond has 
led to rapidly spreading issues concerning illegal labour, irregular immigration and  the ir 
policy consequences, which affects not only Italy but all M editerranean countries (e.g. 
Spain, Greece). R esearch shows how the use of m igrant domestic labour is increasing 
precisely in the countries in which the welfare state  has traditionally susta ined  a  familial 
obligation to care (Daly and Lewis, 2000; Da Roit and  Facchini, 2010; Rothgang and 
Comas-Herrera, 2003; Z anatta, 2004).
The widespread care practices for frail older people developed in Italy consist of mixed 
care solutions where family carers typically coordinate personal care work by im m igrant 
‘m inders’, as well as medical and param edical health institu tions and private agents (for 
medical treatment), charity and th ird  party support (such as taxi services, and  from social 
associations) (Simoni and Trafiletti, 2004). However, th is complex web of care provision 
does not change the gendered division of labour betw een women and m en, since the 
m anagers and providers of care are still mainly women. The impact of gender im balances 
is evident also with respect to childcare, as shown in the next sections.
3.4  Work-life balance and social transformations in Italy
As discussed in  section 3.2, women’s employment and the work-life balance in Italy are 
characterised by lim ited state-supported childcare, low fertility ra tes, low employment 
ra tes  among m others, and a  substantial role played by cross-gene rational solidarity 
(Naldini, 2003; Ponzellini, 2006). Since the Second World War, Italian society has faced 
significant social and demographic changes, such as an  ageing population, the transition  
from extended to nuclear families and a growing female labour force, which has 
influenced family formation and fertikfy trends. As a  resu lt of this, and  of socioeconomic 
factors, such as economic growth in the post-war period, the family model in Italy has
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undergone a  transform ation (Balbo, 2000; Bimbi, 1999; Ferrera, 1996, 2005; Micheli, 
2006; Naldini, 2003; Saraceno, 1984, 2003, 2005; Saraceno and Naldini, 2007).
Overall, women have increased  the ir level of education and their involvement in the 
labour m arket. They now en te r the labour m arket later, with higher education, and  
rem ain employed for longer, whereas, in the past, women entered the labour m arket a t a  
younger age, with fewer ambitions and with a  lower educational level th an  m en. For 
them , work was commonly a tem porary experience, until they got m arried. If they  did 
paid work after m arriage, it was mainly ju s t to supplem ent the ir husband’s salary  
(Bimbi, 1999; Di Nicola, 2005; Guerrero Jurado and Naldini, 2009; Naldini, 2003).
In addition to changes in women’s attitudes towards paid and unpaid work, family values 
have also changed. An individualisation of life goals, a  more liberal attitude towards 
divorce and non-traditional family forms, as well as new a ttitudes towards family and 
caring responsibilities, have all changed in tandem  (Di Nicola, 2005; Naldini and  
G uerrero Jurado, 2009; Saraceno, 2003; Saraceno and Naldini, 2007).
With the massive entry of women into the labour m arket, there  has been an  inevitable 
compression of work and family tim es, of which the consequences are women having 
fewer children, postponing m arriage, and often having the ir first child la te r (at 30-35) 
w hen the m other’s career is more stable (Di Nicola, 2005; Saraceno, 2003, 2005; 
Saraceno and Naldini, 2007). Rates of employment activity are shown to vary for women 
according to m arital sta tus: they are higher for single women, lower for the m arried, and 
decreasing further according to the num ber of children. Job mobility, inside and outside 
the labour m arket, is alm ost twice as high among women as among m en a t the time of 
childbirth. The birth of a  second child is a generalised m arker of job abandonm ent 
(Grisotto, 2006; Di Nicola, 2005). By contrast, m en’s position in work is usually  
consolidated after children are born, possibly because of social norm s th a t see them  as 
the principal source of family income (Di Nicola, 2005; Miche li, 2006; Naldini, 2003; 
Saraceno, 2003; Fernandez etcd. 2008).
As Di Nicola notes (2005), care work in Italy is considered a  private issue, of little social 
significance, a  social burden both for the worker and for the employer, ra th e r  th a n  a  
right. Care labour is still seen  as the responsibility of the family, specifically of women 
and impacts substantially  on women’s career choices. This is ano ther explanation for the 
decreasing birth rate  in Italy, a  ‘drastic strategy adopted by women to lim it the care 
burden in a  situation of little law protection and restricted services provision’ (Di Nicola, 
2005, p.22).
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3,4.1 L im ited  provision  o f  childcare services
Policies aimed at reconciling the demands of family and work have failed to keep up with 
these societal transformations. Although in contemporary Italy there is g reater cultural 
support for the rights of working m others in the form of family benefits, parental leave, 
and childcare services, th is support is still poorly developed. Therefore, the impact of 
childrearing on women’s we 11 being in M editerranean countries is g rea ter th an  in social 
democratic and liberal countries (Aassve etcd., 2005).
The paucity of services for children below the age of three and the high cost and rigidity 
of opening hours of existing public services do not provide m uch assistance for women in 
combining household and childcare work with paid work (Del Boca, 2001; 2008; Naldini, 
2003; Naldini and Saraceno, 2008; Marenzi and Pagani, 2004; Saraceno, 2011). 
Similarly, labour m arket and social policies have not fostered statutory  arrangem ents 
such as m aternity benefits and allowances for parents or family-friendly working hours. 
Only two per cent of women who were working full-time before the birth of the ir child 
were employed part-time in the two years following the birth, compared with 49 per cent 
in Sweden (Gutierrez-Dome ne ch, 2003). A long break after childbirth is more frequent 
among women from lower social classes or in less secure jobs (Saurel-Cubizollones et cd., 
2006), reflecting the difficulty for women in combining childcare with paid work.
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Fig. 3.8: Percentage average enrolm ent rate of children aged under 3 in formal childcare, 
2005 or latest year available (OECD, 2009b, Figure SS3-1, p.77)
As can be seen  from Figure 3.8, Italy has very limited availability of facilities for the care 
of children under the age of th ree , 6% compared to an OECD average of 22.6%. In 
addition, childcare services are also inadequate in term s of quality and time schedules 
(Del Boca and Locatelli, 2008; Miche li, 2006; Naldini and G uerrero Jurado, 2009; 
Saraceno, 2011).
45
3.4 .2  Socia l p o lic ies  on equal opportu n ities
Italian law in term s of equal opportunities is actually  quite advanced and ambitious, in 
particular Law No. 53/2000 on the promotion and support of equal opportunities. This 
was m eant to be an  innovative m easure to promote the redistribution of the care burden 
among family m em bers by, for example, allowing parental leave to fathers and giving 
financial aid to firms employing women with children. However, these policies have been 
slow in perm eating the dom inant culture and have not been supported by adequate 
welfare services. The problem of work-family Reconciliation’ is still perceived as a  
women’s issue (Di Nicola, 2005; Carnevali, 2006).
Rights such as m aternity  leave and parental leave are protected by law, but are 
applicable only to women working on perm anent, full-time contracts, in particular in the  
public sector. Private-sector employers do not look favourably on parental leave, and 
parents who take such leave usually  experience considerable penalties, receiving only 30 
per cent of the ir normal salary (Di Nicola, 2005; Naldini, 2003; Ponzellini, 20 06). In 
addition, taking such leave som etim es adversely affects m en’s careers and women 
reentering  the labour m arket (Da Roit and Naldini, 2008; Di Nicola, 2005; Gonzales et 
cd., 2009; Naldini and G uerrero Jurado, 2009).
In addition, in  Italy, the employment situation and protection of m atern ity  leave 
underw ent a  fu rther weakening with the controversial Law No. L30/2003. This law had  
the declared goal of making the labour m arket more flexible by promoting new forms of 
temporary contracts. In reality, th is was transla ted  by employers into a  massive use of 
tem porary or ‘atypical’contracts, which enhanced employment insecurity and  restric ted  
health  and m atern ity  support for working m others. Although more jobs were actually 
made available, they became less stable and less protected. Women frequently e n te r 
these atypical contracts, which are easier to get than  perm anent ones, and  which often 
allow more flexible schedules. Conversely, they implicitly discourage childbearing, as th is 
would be detrim ental to the renewal of the contract (Carnevali, 2006; Grisotto, 2006; Di 
Nicola, 2005; Miche li, 2006; Naldini and Saraceno, 2008).
3.4 .3  L im ited  a v a ila b ility  o f  p art-tim e  jo b s
A significant contributor to the hardship of work-life balance for Italian women is the
limited availability of part-tim e perm anent jobs. In Italy, rigidities in the publicly funded
childcare system  are m atched by rigidities in labour m arket regulations, which have the
effect of deterring firms from providing part-tim e positions. Social security  contributions
paid by employers are proportional to the num ber of employees ra th e r th an  the num ber
46
of hours worked. This paradoxically m akes it more costly for firms to employ two part- 
time workers ra ther than  a  full-time one. Strict ru les about employment arrangem ents 
restric t opportunities for labour m arket en tran ts , while imposing inflexible working 
hours (Del Boca, 2001; Del Boca and Locatelli, 2008).
In practice, there  is a m ism atch betw een the jobs offered (full-time) and the jobs th a t 
working m others need (part-time and flexible), with the resu lt th a t m any women have to 
decide w hether to leave the labour m arket entirely, stay in  a  full-time position or choose 
from a  range of precarious tem porary jobs (Del Boca, 2001; Cooke, 2008; Di Nicola, 
2005; Naldini, 2003; Naldini and Saraceno, 2008; Saraceno, 2003). Empirical evidence 
suggests th a t the lack of part-tim e jobs, in association with deficient childcare facilities 
are related to lower fertility decisions in Italy (Del Boca, 2001; Del Boca and Locatelli,
2008).
This section has provided an  overview of the Italian situation in term s of employment 
and welfare provision. However, there are sta rk  variations in both employment 
opportunities and public services provision present sta rk  variations across the national 
territory. In order to place the specific resea rch  site of M antua in context, regional 
disparities in welfare and social stratification across the Italian territory will be discussed 
in the next section.
3.5 Geographical disparities in employment and welfare provision across Italy
The provision of welfare facilities is highly fragm ented across Italy. The North of Italy, 
where th is resea rch  is se t (figure 3.9), generally presents better developed welfare 
services th an  in the South. In the latter area, a  higher proportion of women are full-time 
housewives and carers, because of a  stronger family culture of women as carers and 
because of lower public service provision. The full-time presence of women a t home does 
not compensate for the lack of welfare services; and lower ra tes  of employment and 
education among women correspond to a  lower quality of life for children and indeed for 
all the family (Di Nicola, 2005). Care giving practices vary across the country according to 
the geographical, economic, urban and socio-cultural situation (Di Nicola, 2005; 
Saraceno, 2011).
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Fig. 3.9: Geography of Italy and Location o f Mantua
In urban contexts, there is a  higher tendency to institutionalise older dependent parents 
(Da Roit and Facchini, 2010). R esearch on caregivers in Southern Italy, on the other 
hand, s tresses the major role of family networks in a  context m arked by a  lack of formal 
support, stronger societal expectations for women to provide care, with a  consequent 
higher risk  of isolation and decreased  wellbeing for carers who cannot rely on the 
support of family solidarity networks (Tesauro and Pianelli, 2010).
Women’s participation in the labour m arket and the ir educational s ta tu s  are also re la ted  
to region of residence. In the northern  and central regions, about 60 per cen t of women 
are engaged in paid work, versus 40 per cent in the south (ISTAT, 2008). Women in the 
north of Italy are better educated th an  in other parts of the country, and  more often in 
paid work. They are more active in outsourcing care (whereas in the South women do 
most of the caring themselves) and have greater resources a t the ir disposal to m anage
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the burden of care, such as employing external help or using services. However, formal 
childcare and elderly care services still p resent gaps, which need to be compensated with 
informal family support (Belletti, 2000; Grisotto, 2006; Carnevali, 2006; Micheli, 2006; 
Piazza, 2000).
3.6  The Southern European 'kinship solidarity’ welfare model
The chapter has so far reviewed the care situation  in Italy with respect to social and 
demographic factors and  the role of the welfare state. However, no understanding  of the 
impact of care giving on wellbeing in Italy would be complete w ithout considering the 
broader cultural context and the norms about family solidarity and care as an  
interge ne rational and  gendered practice. To understand  the pervasiveness of care in 
Italian women’s lives and, \yy extension, its impact on wellbeing and sleep, th is section 
will present the basic features of the ‘Southern European family model’ (Ferrero, 1996). 
Southern European countries are characterized by a  strong family culture th a t typically 
regards the care of kin in  need, whether a  child, spouse or frail older person, as a  private 
family m atter (Ferrera, 1996, 2005; Gori, 2000; Lam ura et cd. 2008a, 2008b; Micheli, 
2006; Naldini, 2003; Saraceno, 2003, 2005; Simoni and Trifile tti, 2004). For th is reason 
the Italian welfare sta te  has often been characterised  as a  Tamilialistic’ or a  ‘kinship 
solidarity’ model (Naldini, 2003; Saraceno, 2003, 2005; Trifile tti, 1999), and has been 
fram ed within the broader ‘Southern European Welfare Model’ (Ferrera, 1996, 2005), 
whose distinctive feature is the reliance on family networks of exchanges of 
interge ne rational care.
Fem inist studies have argued th a t the ‘familiarised’welfare model is based on e ither an  
implicit or explicit delegation of responsibility for caring to family and kinship support 
networks, which frequently substitute for government provision. In th is context, care  
needs are primarily fulfilled by m eans of intergenerational solidarity within families and 
are mainly carried  out by women, as unpaid work, with some support provided by 
charities, third sector agencies and non-governmental organisations, whose presence is 
patchy and nationally unevenly distributed (Lamura, 2008a, 2008b; Marenzi and  Pagani, 
2004; Moreno, 2002; Naldini, 2003; Piccone-Stella, 1996; Saraceno, 1984, 2003, 2005; 
Saraceno and Naldini, 2007; Trifiletti, 1999).
This section will focus on relevant factors affecting the influence of caring on women’s 
lives: the cultural and normative context of care, intergenerational exchanges and family 
solidarity practices.
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3 .6 .1 In tergenerational care and  sp a tia l p ro x im ity
Living in intergenerational proximity is intrinsic to the Italian and M editerranean cu ltu re , 
where family networks are m uch less dispersed th an  in northern  European countries 
(Hollinger and Haller, 1990). Intergenerational exchanges of resources, finances and care 
between adults and the ir elderly parents occur with greater frequency in Italy th an  in the 
northern  countries (Tomassini et cd., 2004), and strong intergenerational links are 
m anifest through higher levels of co-residence and spatial closeness (Glaser and 
Tomassini, 2000).
Co-residence between adult children and older relatives is thus still w idespread in Italy 
(Gierveld and van Tilburg, 2004), although since the Second World War there  has been a  
substantial trend  away from the extended towards the nuclear family system  (Balbo, 
2000; Bimbi 1999; Saraceno, 1984). Although socio-demographic patterns are changing, 
the family still rem ains the first re source for providing family care. Care responsibilities 
are generally shared  within informal kinship networks, thus reducing the need  for 
external formal assistance.
Co-resident adult children typically provide daily support to parents w ithin the sam e 
household, as well as providing support w ith domestic tasks and  by undertaking personal 
care (Glaser, 1997). On the other hand, grandparents are often required to provide low- 
cost childcare while m others work. Living close to the family of origin facilitates and 
reduces costs for the care both of elderly disabled or ailing parents and  of grandchildren, 
and fosters intergenerational financial transfers as well as care exchanges (Harper, 2004, 
2006; G laser and Tomassini, 2000; Tomassini et. al, 2004).
In addition, in M editerranean cultures, adult children tend  to leave the ir family of origin 
a t an  older age, prolonging cohabitation with the ir paren ts. Particularly in Italy and 
Spain, 75 per cent of young people aged 20-29 years live in the parental home, compared 
with 31 per cent in the UK and in  the N etherlands (Becker etcd., 2004). In Italy, th is 
primarily relates to the barriers to economic independence th a t young people encounter 
because of job insecurity, difficulty in obtaining perm anent, well-paid positions and  lack 
of state  incentives for youth autonomy (Micheli, 2006). Moreover, there  is strong cultural 
pressure on adult children to rem ain  living w ith the ir parents until m arriage or steady 
cohabitation. Living alone or with friends is uncommon and is discouraged by the fact 
th a t it is a  source of concern for many parents (Micheli, 2006; Becker etcd., 2004). This 
difficulty in attaining economic independence increases in tergenerational m aterial and 
financial support, in particular for first housing, which in tu rn  creates a  moral pressure
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on the younger generation to support the ir parents w hen they become old (G laser and 
Tomassini, 2000; Tomassini etcd., 2004; Micheli, 2006; Naldini and G uerrero Jurado,
2009).
3 .6 .2  The norm ative context o f  care
Intense intergenerational ties and strong, supportive a ttitudes relating  to family 
obligations are intrinsic to M editerranean cultures. Social norm s and  expectations of kin 
support, family duties and intergenerational obligations are higher betw een paren ts and 
adult children in southern  European countries, such as Italy and Spain, th an  in the ir 
northern  European counterparts (Guerrero Jurado and Naldini, 2009; Lamura, 2008a, 
2008b). The higher s tress  on family solidarity values perceived in sou thern  European 
countries can be se en  from the responses to attitude questions in  , reporting da ta  from 
the World Values Study, 1999.
Percent agreeing with 
the
following statements
Grreece Italy Port. Spain France W.Ger. U.K.
Dcn-
maik
(1990)
Group-
average
“Regardless of what 
the qualities and faults 
of one’s parents arc, 
one must always love 
and respect them”
71.8 77.9 81.1 81.7 72.1 53.5 62.1 47.0 71.9
“One does not have 
the duty to respect and 
love parents who have 
not earned it by their 
behaviour and 
attitudes”
28.2 22.1 18.9 18.3 27.9 46.5 37.9 53.0 28.1
Total 100,0 100,0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
“Parents’ duty is to do 
their best tor their 
children even at the 
expense of their own 
well-being”
56.2 66.9 78.7 77.3 73.6 51.2 71.9 51.9 66.7
“Parents have a life of 
their own and should 
not be asked to 
sacrifice tlieh own 
well-being for the 
sake of their children”
29.6 10.9 15.4 13.5 17.3 40.2 20.3 39.0 21.8
Neither* 14.3 22.2 5.9 9.2 9.1 8.5 7.8 9.1 11.4
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Table 3.1 -  A ttitudes towards Love and Respect for Parents, 
and Parental Obligations to  Children in  European Countries
(Guerrero Jurado and Naldini, 2009, fig.2, p. 13. Authors analysis of: World Values Study, 1999)
Spanish, Portuguese, Greek, Italian and French people typically express stronger 
attachm ent to the ir parents and indicate a  more family-oriented perception of th e ir  roles.
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These attitudes appear to be embedded in the cultures of Catholic countries, which value 
family solidarity, even if th is entails self-sacrifice (Naldini and G uerrero Jurado, 2009).
These family ties, as d iscussed in section 3.6.1, are also m anifest in the high level of 
economic and social support betw een parents and young children and betw een adult 
children and the ir older parents, and  is reflected in patterns of residence and family 
composition, w ith family m em bers of two or th ree  generations living in  the same 
household, or young couples settling very n ear to the ir paren ts’ home (Harper, 2004, 
2006; G laser and Tomassini, 2000; Tomassini, 2003).
3.6 .3  The ^unsupported fam ilialism ^ o f  the I ta lia n  w elfare s ta te
The greater use of informal care family strategies in Italy is m utually reinforcing w ith 
deficiencies in welfare state provision. Intergenerational care provision com pensates for 
difficulties in obtaining public child care and elderly care services. On the o ther hand, 
provision of services by family mem bers reduces the political pressure on policy m akers 
to increase government-sponsored welfare services th a t would facilitate reconciliation of 
the dem ands of family and employment (Bimbi, 1999; Ferrera, 2005; G uerrero Jurado  
and Naldini, 2009; Lamura, 2008a; 2008b; Naldini, 2003; Saraceno, 2003, 2005; 
Tomassini e t al., 2003). This reinforcem ent is illu stra ted  by Figure 3.10.
Indeed, th is Tamilialistic’ welfare model is based on e ither an  implicit or an  explicit 
delegation of responsibility for caring to family and kinship support networks, which 
frequently substitute for government provision (Naldini, 2003; Saraceno, 2003; 2005). The 
w eakness of the welfare sta te  is m anifest in areas such as childcare and frail elderly c a re , 
both in term s of benefits and  family allowances, and in term s of service provision such as 
public nurseries, domiciliaiy and residential assistance for the elderly (Saraceno, 2005). 
As a resu lt, the care needs are mainly fulfilled through in tergenerational solidarity 
between families and mainly carried out by women (Naldini, 2003; Saraceno, 1984, 2003, 
2005; DaRoit, 2007).
In th is context, midlife and older women need to split th e ir time between co-resident 
adult children, grandchildren and frail older people (Santini, 2009; Del Boca, 2007). This 
m eans a  double responsibility for women towards both the preceding and the following 
generations, which has led to the ir being term ed The sandwich generation’ (Marenzi and  
Pagani, 2004).
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Welfare State expansion (pensions, 
unemployment, healtti, éducation),
Démocratisation, ‘ ’
(Postjindustri allsati on
Li mited service jobs, diffusion 
of informal and temporary jobs, 
and small enterprises
Women increase participation in 
upper education and paid v/ork,
Increasing individualisation
Srong family solidarity Ffeduced Fertility and Increasing 
' Divorce
limited services and ' 
allowances for families (child 
benefits, housing, parental 
leave, etc.)
Fig. 3.10 Inter-relationship between welfare state and family strategies
(Jurado and Naldini, 2009, fig.2)
Nevertheless, demographic changes are challengingthis informal care system. EU trends 
show tha t ‘care gaps’ are increasingly likely to happen in the future as the num bers of 
women informal carers decrease a t the same time as the num bers of ageing family 
m embers in need  of long-term care increase (Eurofamcare, 2004).
In summary, in Italy, unlike in other continental countries, ‘fam ilialism ’ has not 
translated into state  support for families through social policies (Saraceno, 2003, 2005). 
This ‘unsupported familialism’, combined with underdeveloped family policies, has 
reinforced traditionally strong family and kinship solidarity ties, with welfare-regim e 
contexts and individual family strategies influencing each other m utually (Guerrero 
Juarado and Naldini, 2009; Naldini, 2003).
3,6 .4  In tergenerational so lid a r ity  or interdependency?
The inadequacy of social services, combined with labour m arket insecurity, all w ithin a 
context of demographic ageing, has reinforced in Italy a high level of family 
intergenerational interdependency (Naldini and G uerrero Jurado, 2009; Naldini and 
Saraceno, 2008). This happens at multiple levels and at different life stages.
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First, in  Italy, young people tend  to en ter the labour m arket la ter, and  have lower entry  
wages th an  in other EU countries. As discussed in section 3.4.2, th is situation 
intensified with the introduction of labour m arket flexibility and the consequent diffusion 
of ‘atypical’tem porary contracts characterised by low social assistance coverage and lack 
of job security. For instance, such contracts do not provide m atern ity  cover and make it 
more difficult to obtain bank financing and mortgages and hence for young people to 
form autonomous households. Economic instability strengthens financial dependence on 
families, prolonging reliance on parental support, and  often delays family formation. 
Studies of intergenerational financial transfers (Glaser and Tomassini, 2000; Tomassini 
et al., 2004) have shown how parents contribute to adult child support financially and to 
the purchase of the first home, which is generally close to the parental home, in order to 
facilitate care exchanges for children and elderly relatives in need.
Second, the dependence on intergenerational support is fu rther reinforced by care 
demands. The lack of public childcare resources for children under th ree  years of age, 
the short schedules of primary schools (8:00-13:00 hours) and  lack of appropriate 
infrastructures make grandparents, in particular grandmothers, a  crucial care resource 
for working m others. Nevertheless, as more women en te r the labour m arket and  the 
retirem ent age rises, potential carers are likely to decline in num ber in the future (Da 
Roit and Naldini, 2008; Naldini and Saraceno, 2009).
Finally, the high investm ent in care provision by older parents, first in supporting 
children practically and financially until a  la te r age, through university and in the first 
years of work (until marriage), and la te r in providing grandchild care, extends the 
expectation of m utual support fu rther into the future. Parental contributions have also 
been defined as an  ‘investm ent’ (Harper, 2004, 2006; G laser and Tomassini, 2000) or 
insurance for paren ts’ older-age care by the ir adult children, which tends to reinforce 
feelings of reciprocity and expectations about filial obligations.
3 .6 .5  The norm ative p ressu re  to  care
Informal intergenerational care is fostered by socio-economic factors, welfare inadequacy 
and strong cultural norms about ethical obligations within the family. Another im portant 
factor to take into account is community censure and a  generalized societal pressure  to 
care. In contexts where the shortage of welfare support is more severe, women 
particularly feel obliged to take on the role of ‘m ain caregiver’, in  particu lar for th e ir  
ageing parents, not only out of a  sense of responsibility and gratitude, but also for fear of 
being criticised by the community (DaRoit and  Naldini, 2008; Lamura, 2008; Santin i et
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al., 2009; Tesauro, 2008). Strong cultural constraints, and a  social environm ent th a t 
encourages informal care and frowns upon outsourcing it, can contribute to the 
transform ation of care from an  act of love and solidarity to an  ‘obligation’th a t constrains 
both the caregiver’s career and  free time, with a  substantially reduced freedom of choice 
(Land and Rose, 1985; Santini etal., 2009; Tesauro and Pianelli, 2010).
Community censure has been observed more frequently in ru ral and provincial a reas of 
Italy and in the more fam ily-oriented and welfare-deprived south of Italy. A recen t 
investigation of the care giving burden in the southern  regions (Tesauro and  Pianelli,
2010) showed th a t strong societal pressure to care , combined with the lack of a  support 
network to alleviate the burden of care, engendered  a  higher social isolation for 
caregivers and is a  key predictor of stra in  and depression th a t can make the caregiver 
herself become vulnerable.
In summary, underdeveloped social policies and economic instability c reates a 
‘reinforcing spiral’ th a t streng thens the ‘intra-fam ily pooling of resources and 
intergenerational redistribution’(Naldini and G uerrero Jurado, 2009, p. 21). The chains 
of m utual interdependence within the family strongly contribute to care giving stress, 
which is frequently elicited not ju s t by the caring itself but by the societal normative 
pressure to care , the implicit values attached to it and by the carer’s perception of having 
no choice (Santini, 2009; DaRoit and Naldini, 2008; Tesauro, 2008).
3.7  Care as a gendered practice
The ideological pressure for women to undertake caring responsibilities w ithin the family 
and its resilience to societal transform ations has been extensively highlighted in 
international fem inist litera tu re  (Arber and  Ginn, 1991; Finch and  Groves, 1983; 
Hochschild and Machung, 1989; Land, 1989, 2000a, 2000b; Land and  Rose, 1985; 
Moreno, 2002; Saraceno, 1998; Saraceno and Naldini, 2007; Ungerson, 1983).
Land and Rose (1983, p.74) characterize th is pressure as ‘compulsory a ltru ism ’ since 
there is a  forced allocation of these responsibilities to women, where caring  tasks are 
widely acknowledged as gender specific. Failing to carry out these duties is seen  as more 
reprehensible for a  woman th an  for a  m an (Land and Rose, 1983; Paoletti, 1999; 
Saraceno, 2005). Particularly in Italy, gender categories have a  strong moral connotation, 
in which ‘being a  daughter’ is sufficient reason to be a  carer. Caring is constructed, 
conversationally and culturally, as a  female duty (Paoletti, 1999, 2002).
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More th an  in other countries, in Italy, care is undertaken  along gender and 
intergenerational lines. The unpaid work of wives, daughters and  daughters-in-law  
traditionally constitutes the most important source of care for dependent older people, as 
well as for children and  disabled family members. Public government policies reinforce 
th is assum ption, normally assum ing the family to be the ‘caring’agency (Saraceno, 1998), 
undertaking not only day-to-day care but also extensive responsibilities in supporting 
relatives (Saraceno and Naldini, 2007).
The re s t of th is section will present evidence from time u se  surveys to illustra te  gender 
inequalities in  the division of unpaid labour in the household, and  will discuss the 
implications for women’s work-life balance, wellbeing and sleep.
3 .7 .1 The im pact o f  gender inequalities on tim e con stra in ts and  sleep
In Italy, gender inequalities in the division of care work are linked to a  rigid delegation of 
household duties, which contribute to increased time constraints for women, and impact 
on their time available for sleep. European tim e-use surveys indicate th a t Italian women 
dedicate more time to care and domestic labour th an  the ir EU counterparts (Table 3.2; 
Eurostat, 2007; ISTAT, 2008).
Throughout the EU, on average, women aged 20 to 74 spend more time th an  m en on 
domestic work. In particular, full-time working m others are identified as the social 
category most overburdened with both paid and family work (Eurostat, 2007; ISTAT, 
2008). Nevertheless, the gender gap in time use is more evident in  Italy, w here the 
proportion of time dedicated to housework is the highest in Europe a t 5.20 hours per 
day, ju s t ahead  of Slovenia, Latvia, and Hungary. The lowest figures are found in  the 
Scandinavian countries, where women do less th an  4 hours of housework per day. 
Interestingly, in Italy the gender gap is also g reater th an  in other sou thern  European 
countries (Table 3.2).
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Women BE OE EE ES FR IT LV LI HU PL SI FI SE UK NO
Food prepamAon 22 20 26 27 25 25 28 29 29 32 29 23 23 22 22
DiehemaNng 8 8 9 10 7 11 9 8 10 10 9 6 10 7 9
Oeanmg and olhcr upkeep 21 21 18 21 26 28 18 22 16 17 19 21 14 20 16
Laun*y, inxmg and handcmfta 14 12 12 11 11 11 9 9 11 9 11 12 10 11 12
Gardermg 2 4 5 1 3 2 9 6 6 3 8 3 4 3 4
ConW ucBonandrep^ 2 1 1 0 1 0 0 1 1 1 1 2 2 2 2
Shopping and servfces 13 15 10 12 14 11 9 8 8 10 7 14 13 15 12
ChBdcam 13 10 10 10 10 9 9 9 12 14 10 12 13 13 15
OBicr domestic wo* 5 9 9 8 3 3 9 8 7 4 6 7 11 7 8
Domestkwo* low 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
Hours and minufas per day 4.32 4.11 4:55 4.30 &20 3:56 4.29 4:58 4.45 4:58 3:56 3:42 4:15 3.47
Men K DE EE ES FR IT LV LT HU PL SI FI SE UK NO
FoodprepeiWion 14 12 13 20 13 12 14 16 9 18 11 15 17 19 17
Dieh waehing 6 6 4 4 4 5 4 3 3 4 2 3 7 7 6
Cleanhg and c@ier upkeep 13 18 21 13 16 15 25 30 18 20 20 26 13 14 14
Launtky, konkigandhandkrama 2 2 2 1 1 0 1 2 1 1 1 1 3 3 1
Gankning 11 7 7 9 13 16 15 9 20 9 20 4 7 9 7
OonalrucBanandrq)«m 15 13 20 6 23 6 15 13 11 13 15 15 13 12 17
Shopping and aenncea 17 20 12 20 19 23 10 10 10 15 10 20 15 17 15
Childcam 12 7 7 13 6 12 4 5 9 11 7 8 11 9 12
Other domeadcwofk 10 15 14 14 5 11 12 12 19 9 14 8 14 10 11
Domeatic wodUolal 
Hours and yrmufes per day
100
238
100
221
100
248
100
1:37
100
2:22
100
1:35
100
1:50
100
209
100
240
100
222
100
240
100
216
100
229
100
218
100
222
Table 3.2: Percentage breakdown of domestic activities for women and men aged 20 to 74 in  
European Countries (EXirostat, 2006, p.4).
Abbreviations: BE= Belgium; DE= Germany; EE= Estonia; ES= Spain; FR= France; IT= Italy; LV= Latvia; LT= 
Lithuania; HU= Hungaria; PL= Poland; 81= Slovenia; FI= Finland; SE= Sweden; UK= United Kingdom; NO= 
N orway.
Hows and mmÉes per day
VVomen BE DE EE ES FR IT LV LT HU PL SI FI SE UK NO
GaéiMwo*. study 207 2ÆS 233 226 2:31 2D6 3:41 3:41 232 229 259 249 3:12 233 22 3
Domestic we* 4:32 4:11 5Œ 4:55 4:30 5 a 3:56 4:29 4 a i 4:45 4:58 3Æ6 3:42 4:15 3:47
Travel 1:19 1:18 1D6 1D5 0:54 1:14 i a 1:04 0Æ1 1X16 1112 1H7 123 125 1:11
Sleep 8:29 8:19 8:35 8^2 8:55 8:19 8:44 8:35 8:42 8:35 824 822 8:11 827 8:10
Meek, personal cam 243 2:43 2 08 2 j3 3:02 2:53 210 2 22 219 229 208 206 228 21 6 2 1»
F ieeim e 4:50 5:24 4:36 429 4:08 4:[« 4:09 3:49 4:38 4:36 429 5:30 524 524 5:51
Total 24 24 24 24 24 24 24 24 24 24 24 24 24 24 24
Men BE DE EE ES FR IT IV LT HU PL SI FI SE UK NO
Gainluliwo*. sludly 3:30 3:35 3:40 4:39 4:03 426 5:09 4:55 3:46 4:15 427 421 4:% 4:18 4:16
CtonvBstic wodc 2 38 2:21 248 127 2:22 1:35 1:50 2 0 9 240 222 2 ^ 2:16 229 218 222
Travel 1:36 1:27 1:17 1:16 1:03 1:35 1 :^ 1:13 123 1:13 129 1:12 130 130 1:20
aeep 8:15 8:12 822 826 8:45 8:17 8:35 8:28 8:31 821 8:17 822 821 8:18 7:57
Meek, personal cam 240 2:33 215 2:35 3:01 2:59 210 225 231 223 2:13 221 211 224 222
Reetime 5:22 52 2 528 5:17 4:46 528 4:48 4:50 529 525 5:34 628 524 5 32 623
Total 24 24 24 24 24 24 24 24 24 24 24 24 24 24 24
Table 3.3 Time-use by women and men aged 20 to 74 (Eurostat, 2006, p. 1).
Abbreviations: BE= Belgium; DE= Germany; EE= Estonia; ES= Spain; FR= France; 1T= Italy; LV= Latvia; LT= 
Lithuania; HU= Hungaria; PL= Poland; SI= Slovenia; Fl= Finland; SE= Sweden; UK= United Kingdom; NO=
N orway.
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Time use for other phases of life appears strongly conditioned by these  higher family and 
care dem ands (Table 3.3), in  inverse proportion to the higher am ount of dom estic work. 
With these pressures on time due to higher rates of dem and for care, women are obliged 
to shorten the periods of the day th a t would otherwise be dedicated to leisure, 
physiological and personal care, such as exercise, care of appearance and clothing, visits 
and trips, and even the daily functions of eating and sleeping (Table 3.3).
Interestingly, Italian working women are reported to sleep less th an  th e ir European 
counterparts, and are ranked low in term s of total free time (Eurostat, 2007; ISTAT, 
2008; Santini, 2009).
3 .7 .2  Gender gap in  d ivision  o f  dom estic w ork
The am ount of time women spend in domestic and caring tasks is inversely proportional 
to both the time they invest in paid work and the time the ir pa rtn e rs  invest in 
housework. Men’s participation in housework is lower in  Italy, both compared with 
Northern EXiropean countries and with m en in other Mediterranean countries (Table 3.3; 
Eurostat, 2007, 2009; ISTAT, 2008).
Not only is th is gender gap in workload division at home more pronounced in  Italy th an  
in other countries it also rem ains consistent across women’s lifespan. Cohort studies 
show th a t differences in the workload w ithin the Italian family indicate a  gender gap 
across all life stages (ISTAT, 2008). This appears early, in adolescence, and  rem ains 
constant in all variations of m arital s ta tu s (cohabiting with parents, single or living with 
a partner). The gender gap intensifies during adulthood (particularly on m arriage or in a  
partnership, where frequently the dem ands of family care en te r the frame) and  persists 
into older age, affecting the whole life course.
Furthermore, statistics on families with children in Italy (ISTAT, 2008) show th a t w ith 
the growth of family commitments, the contribution of male partners increases 
moderately, but relates only to childcare, not to domestic labour. Men’s participation in 
childcare is generally lim ited to activities th a t are less strenuous, repetitive and tim e- 
consuming. Indeed, male partners tend  to delegate to women, alm ost all the daily 
domestic tasks (cleaning, cooking, household m aintenance).
In addition, research  on Southern ETiropean Countries (Naldini and  Jurado, 2009; 
Fernandez and Sevilla-Sanz, 2008; Fernandez efoZ., 2010; Gershuny, 2000; Naldini and  
Guerrero Jurado, 2010; Saraceno, 2011) has shown th a t the increase in  wom en’s 
education and employment has not significantly changed the allocation of unpaid work
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within the family, nor has it been mirrored ly  a change in m en’s behaviour in relation to 
unpaid domestic and care work (Lewis, 2006).
It has also been suggested th a t higher inequality in domestic labour in  the south  of 
Europe may be a  factor in explaining the patterns of low fertility, low female participation 
in the labour force and de lay in household formation (Fernandez and Sevilla-Sanz, 2008; 
Fernandez etcd., 2010; Di Nicola, 2005).
3.7 .3  The *male veto*: socia l norm s on p a r tn er  non-cooperation
As Jane  Lewis (2006) notes, the Tnale veto’ in the lack of sharing the domestic burden 
may resu lt in greater s tre ss  for women faced with a  double work load. In spite of the ir 
growing participation in paid work, they need  to perform an  un a lte red  num ber of 
domestic chores. In essence, male choices in  unpaid work behaviour constrain  and 
shape the choices of women in term s of employment (Lewis, 2006).
Italian and EU policies for equal opportunities, have normally addressed  the gender gap 
by tackling gender equality in work participation only. As Lewis (2006) notes, such 
policies have generally promoted women’s participation in the labour m arket, but th is 
may not necessarily  solve the problem of gender equality if no atten tion  is paid to the 
gendered divisions of domestic labour and to the una ltered  am ount of unpaid work th a t 
women carry out in the household. The relationship betw een couples nevertheless 
continues to be arranged around th is non-cooperative equilibrium (Lundberg and Poliak, 
1993). To challenge th is equilibrium may be perceived as a  Threat point’ (Fernandez and 
Sevilla-Sanz, 2008), which may engender conflict and  put a relationship a t risk.
Male non-cooperation is key to the negotiation of power in the household (Di Nicola, 
2005; Gonzales etcd., 2009; Oakley, 1985). Behaviour with regard to work in the home 
can be strongly influenced not only by gender norms but by particular norm s of 
masculinity, as m en may feel th a t performing housework underm ines the ir s ta tu s . In 
some cases, behaviour is also influenced by norms of femininity, because of the link 
between women’s internalised sense of self-worth connected to childcare (Fernandez and  
Sevilla-Sanz, 2008). This is exacerbated by the normative high standards of m otherhood 
and housekeeping required in Italy (Micheli, 2006; Lewis, 2006), leading to a  pressure  to 
keepup the domestic work load. Even the most highly educated women feel p ressured  to 
perform well as family carers and home-makers, prioritising these  duties over work and 
leisure time (Simoni and Trifiletti, 2004).
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Ann Oakley (1985) notes how in the negotiation of household labour the perceived 
invisibility’ of domestic work, including care work, and stereotypes of housework as 
le isu re ’are brought into play. Both forms of labour are devalued as 'non-work'. The lack 
of m onetary and social rights a ttached  to housework has reinforced th is  invisibility, 
providing ‘a  rationale for women's second-class s ta tu s in both public and private 
dom ains’(Glazer-Malbin, 1976, p.906). However, greater social and economic resources 
facilitate a  woman’s capacity to negotiate care and domestic work in th e  household and 
can influence the range of tasks to which m en may contribute. In th is respect, in a  study 
of Italian families, Di Nicola (2005) notes that, as household tasks are onerous, it takes a  
lot of power to avoid them .
3 .7 .4  Financial and  hea lth  co sts  o f  dom estic labour
As a re su it of care and domestic work, Italian women may reduce working hours, accept 
a  lower career profile or tem porary jobs, or abandon the labour m arket completely 
(Marenzi and Pagani, 2003; Micheli, 2006; Naldini and Guerrero Jurado , 2009; Saraceno 
and Naldini, 2007). Women with higher incomes and education tend to stay  in the labour 
m arket longer than  women with low qualifications. They also invest in private care, 
outsource childcare and elderly care to paid-for services and in general spend more of 
the ir time in  paid work th an  in unpaid informal work (Grisotto, 2006; Di Nicola, 2005; 
Lucchini and Saraceno, 2007; Naldini and G uerrero Jurado, 2009).
Conversely, the economic drawbacks of engaging in family care and domestic labour have 
a  greater potential to affect the more vulnerable social s tra ta . R esearch indicates th a t 
high work segregation, where Italian women are disadvantaged within the labour m arket, 
has economic consequences in reducing household income. It exposes carers to a  greater 
economic de pendency and places them  a t greater risk  of poverty (Land, 2000a). Italian 
literature further suggests a correlation betw een households with women as full-tim e 
carers/housew ives and poverty, with a  particularly high incidence in th e  sou thern  
regions of Italy (Di Nicola, 2005).
The most vulnerable social s tra ta  are also most likely to lack the resources to purchase 
care for children and dependent relatives, and  to co-reside with elderly dependent people 
with negative consequences for the ir health  (Di Nicola, 2006). R esearch in  Southern  
European countries also suggests th a t inequalities in health  are visible among lower 
sta tu s  house wives and employed, more educated women; the impact of family dem ands 
on women's health  would be m ediated by employment s ta tu s  and educational level 
(Artacozet al, 2004). Lower s ta tu s women are not only less likely to purchase a lternative
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private care but also tend  to cope with the burden of care by participating less in the 
leisure and physical activities th a t promote wellbeing (Fernandez and Sevilla-Sanz, 2008; 
Fernandez et al 2010).
This chapter has so far d iscussed the welfare and normative background in Italy, the 
next section will focus specifically on the a rea  Mantua. The socioeconomic characteristics 
of the a rea  will be presented, as well as an  overview of customary in tergenerational care 
practices and a ttitudes towards gender norms.
3.8 The study area, Mantua
The research site for th is study is the northern  Italian province of M antua, situa ted  in 
Lombardy (Fig. 3.10). After the Second World War, this once predominantly agricultural 
province underw ent rapid industrial development, as did the whole Lombardy region and 
the a rea  of Milan. M antua province is one of the richest and most industrialised a reas  in 
Italy, with higher ra tes  of female employment and local initiatives to promote equal 
opportunities a t work. Social services are relatively we 11 developed and we 11 organised, by 
national standards.
The territory of M antua (Fig. 3.11) is divided into th ree  sub-districts, exhibiting diverse 
socio-economic characteristics. The province has a high diversity of production, 
economy, geography and political orientation. Alto Mantovano and Basso Mantovano 
(High and Low Mantua) combine industrial urban development with agricultural areas.
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Fig. 3.11: Province and d istricts of Mantua
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These sub-regions also differ in the ir political orientation, the northern  part being 
traditionally Catholic and the southern  part closer to the socialist, left-oriented Emilia 
Romagna. The a rea  of M antua town and its h in terland is the most progressive in term s of 
cultural renewal and the concentration of educated women, and provides a higher range 
of welfare services. Welfare facilities for the care of children and elderly a re  mostly 
concentrated in the urban a rea  of M antua and  in a  few of the larger councils, with rural 
a reas less well covered (Belletti, 2000; Carnevali, 2006; Grisotto, 2006).
3.8.1 Work-life balance arrangem ents in  M antua
The town of M antua has received a  national award for its good practice in advancing 
equal opportunity and promoting Law L53/2000 in local firms (Carnevali, 2006). 
Nevertheless, these initiatives have been slow in influencing public attitudes. Stereotypes 
about m others being less productive are  still deep-rooted. Employers are often re luctan t 
to hire women with children, rarely provide part-tim e opportunities and fail to adopt 
family-friendly work solutions (Belletti, 2000; Carnevali, 2006; Grisotto, 2006).
In the province of M antua (Grisotto, 2006), 83 per cent of unm arried  women work full­
time, but there  is a  high drop in the employment rate  of m arried women with children: 
12 per cent of women leave the labour m arket after the birth of the ir first child, and  a 
m uch larger proportion drop out after the birth of subsequent children. Very few women 
are self-employed or in h igh-status professions and the ir job aspirations seem  to be 
related mostly to quality of time ra ther th an  the quality of the work itself. As Carnevali 
(2006) notes employment options for women in  M antua are greater th an  in other parts of 
Italy, but there  rem ains a  lack of flexible a ttitudes towards care needs and the career 
prospects of women.
In the territory of Mantua, a  high percentage of families live very close to th e ir 
grandparents -  in the same council area or in  a  council nearby (overall 77 per cent) -  33 
per cent of them  co-reside in the same house. In addition, 73 per cent of brothers and  
siste rs  live very close by, 13 per cent in the sam e household, providing help for each  
o thers’ families (Grisotto, 2006; Carnevali, 2006). In general there  is a  propensity to 
intergenerational proximity and relying on family networks for the provision of a  wide 
range of care and support services (Belletti, 2000).
3.8 .2  G enerational differences in  care an d  dom estic  p ra c tices
R esearch on M antuan housewives (Belletti, 2000; Grisotto, 2006) shows generational 
differences in the concepts of care and housewifery th a t are influenced by age and
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educational level. Older, less educated women from rural a reas are more likely to have 
traditional a ttitudes towards m arital roles. They are portrayed as predom inantly 
Catholic, m arried with children, and having only primary education. They are more likely 
to undertake more routine household tasks, to have lower expectations, and  to value 
self-sacrifice in the service of the family. In contrast, younger, better-educated women, in 
particular from urban areas and in  the southern, politically left-oriented part of the 
province, are le ss likely to ide ntify w ith duty to the family. They expre ss a  stronge r de sire 
for personal autonomy and emancipation, professional attainm ent, a  g rea ter em phasis 
on paid work ra th e r th an  unpaid domestic work, and the satisfaction of the ir needs 
regarding leisure time (Belletti, 2000; Grisotto, 2006).
Nevertheless, women report th a t they value the family more highly th an  a career. Work is 
mostly dropped w hen it does not m atch family requirem ents or is not satisfying. Many 
women have ambivalent a ttitudes towards m arriage and m aternity , which are often 
associated with social recognition, fulfilment as a  woman and offering emotional security, 
but which also entail poorer aspirations and the sacrifice of personal tim e, social 
marginalisation and negative effects on the pursuit and development of a  career (Belletti, 
2000 ).
3.8 ,3  Gender norm s an d  household labour
The gender division of labour in M antua shows a  rigid specialisation and 
complementarity of roles (Belletti, 2000). The contribution of m ales to housework 
appears to be sporadic and marginal. While women undertake most of the housework, 
m en generally contribute only by playing with the children. In 40 per cen t of households, 
husbands do not contribute to domestic labour at all. Help is generally sought from 
m others or mothers-in-law, who tend  to take on the more burdensome dom estic tasks. 
Hence, in addition to the traditional m ale-fem ale inequality, there  is also inequality 
be tween women, varying consistently with age, income and education (Belletti, 2000). 
The asymmetrical gender model is found more frequently among older couples. It also 
varies with family life cycle stages: m en tend  to give more help with caring for the first 
child, but the more children the re are, the more m en revert to non - supportive behaviour 
and the more women are likely to sacrifice the ir own leisure time (Belletti, 2000).
Research in  M antua also shows th a t the more advanced the education of the woman, the 
less housework she takes on, because she delegates tasks externally or co-m anages them 
with he r husband. Women aged 45 or younger do less housework th an  older ones. This 
seem s to confirm a new trend  in younger generations. In particular, w hen women are in
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full-time, socially acknowledged professions, such as teaching, m en tend  to be more 
present in the household and available to participate in more domestic activities, the 
most collaborative fathers being 30-40 years old (Grisotto, 2006; Di Nicola, 2005).
On the topic of work-life balance and women’s engagem ent in housework, Grisotto’s 
research (2006) identifies a  typology of four types of Tiousewives’ across the territory of 
Mantua:
a) Housewives, m arried to workers and  self-employed men, with medium -low education 
and with two or th ree  children.
b) Housewives with higher education who are married to m anagers or businessm en, and 
therefore can afford to look after the children a t home.
c) Working m others with low education, who need work to supplem ent th e ir husband’s 
salary. They bear a double burden and receive little cooperation from th e ir husbands.
d) Working m others with high education who work primarily for the purpose of self- 
actualisation in high-profile jobs (part-time as well as full-time) and  put in place more 
strategies to achieve a  good work-life balance.
In a  parallel a  study on work-life balance in the Lombardy Region as a  whole. Piazza 
(2000) has categorized representative husbands’attitudes as:
1. Absence: the father is absent in the daily m anagem ent of the household, assum es th a t 
childcare is exclusively up to women, and distances him self from acknowledging the 
emotional labour th a t childcare entails.
2. Virtual presence: the father could be of help, but in reality, because of long work 
hours and job commitments, is rarely  there.
3. Presence on demand: the father intervenes exclusively bn  dem and’ and to undertake 
tasks specified by his wife.
4. Shared m anagem ent: a  symmetrical division of house hold /  childcare tasks and 
responsibilities. This minority situation is generally found in urban environm ents and 
among highly educated couples.
Overall, the province of M antua presents a great variety of geographical, social, economic 
realities, and in welfare provision, which are re la ted  to different care practices. The 
province also presents high generational changes among women in the m anagem ent of
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care and negotiation of gendered work, which will be fu rther analysed in th is study 
(chapters 8 and 9).
3.9 Caregiving fatigue in Italy: exploratory studies
In spite of the complex and varied features of care giving in Italy, caregivers’ wellbeing in 
th is country appears under-researched, with a  minimal num ber of studies addressing 
caregivers'fatigue and sleep poverty. However, in the light of the increasing num ber of 
older people w ith degenerative illnesses and the urgency of the problem of care, a  few 
empirical studies have identified and addressed caregiving as a  contemporary problem. 
In particular, re search has examined illnesses th a t present the most evident health  and 
psychological cost in caregivers (Aguglia et oZ., 2009; Cesa-Bianchi, 1999; C hattat, 2004; 
Giardini etcd., 2008; Tognetti etcd., 2004; Vellone etcd, 2002).
R esearch on cancer care (Giardini etoZ; Aguglia etcd., 2009; C hattat, 2004; Giardini et 
cd., 2008; Tognetti etcd., 2004, Vellone etcd, 2002) has reported th a t sleep loss is an  
additional factor associated with caregivers’ physical and m ental stress, particularly in 
the last th ree  m onths of the patien t’s life. Sleep poverty has also been shown to be 
associated with the prevalence of stress, anxiety and depression among caregivers of 
dem entia, Alzheimer’s and Parkinson’s patients in Italy (Aguglia et cd., 2009; Cesa- 
Bianchi, 1999; C hattat, 2004; Tognetti etcd., 2004, Aguglia etcd., 2009; C hattat, 2004; 
Giardini etcd., 2008; Tognetti etcd., 2004; Vellone etcd, 2002). Factors associated with 
increased sleep disturbance in dem entia care givers are the severity of the d isease, the 
existence and natu re  of behavioural disorders and the duration of the illness.
These studies, while focusing on the psychological and physical costs involved in  
Alzheimer’s and cancer care only incidentally recognise sleep loss as one of the factors 
detrimental to care givers’health, alongside strain, depression, anxiety and other s t r e s s - 
re la ted  health  disturbances. None of these Italian studies has focused specifically on 
sleep loss as an  intrinsic aspect of long-term  intensive care and its consequences.
3.10  Conclusion
This chapter has provided an  overview of the social context of care work in  Italy and  in
the study area, the province of Mantua. It has attem pted to clarify the na tu re  of
care giving in  Italy by outlining basic features of the M editerranean fam ily-based welfare
model, associated with informal care and in tergenerational solidarity. Aspects of
ambivalence and co-dependence in intergenerational m utual support have been explored
in order to show how these are interlinked and driven by the lack of welfare s ta te
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structures in Italy and the instability of the labour m arket. Issues of the delegation of 
care work to women in term  of tim e-use, effects on work-life balance, career prospects 
and financial s ta tu s  have been raised. G reater involvement in care and  domestic work 
has also consequences for women’s leisure and personal care time, including the time 
dedicated to sleep.
Overall, literature on care giving in Italy is confined to national statistical data, welfare 
policy critiques and a few localised empirical studies. Studies on the wellbeing of 
caregivers and care giving fatigue have focused mainly on the most w idespread and 
difficult kind of care -  for people with dem en tia - with a  few studies tackling end-of-life 
care, which have revealed how depression and stress may arise from sleep deprivation 
associated with th is form of care work. However, there  has not been any previous 
empirical research  on sleep poverty associated with both care giving for frail elderly 
relations and caring for children in Italy. The present study aims to bridge th is gap, 
providing a  study of the m ain factors associated with sleep deprivation in two 
generations of care giving women in Italy, by analysing the self-reported experiences of 
the caregivers.
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Chapter 4  
M ethodology
4.1 Research aims
This study aims to explore the experiences and perceptions of Italian women engaged in 
life long care work specifically in relation to the ir sleep, wellbeing and  quality of life. As 
shown in Chapters 2 and 3, resea rch  on the impact of care giving on hea lth  and  sleep 
poverty has been mainly clinical and carried  out particularly in a  UK and US context, 
w hereas studies have been sporadic in Italy.
The general aims of th is research  are first, to clarify the links between sleep disturbance 
and care giving by m eans of a  qualitative approach; second, to assess the im pact of the 
social context of care giving on the sleep and wellbeing of the women who participated in 
th is study in Italy, a  country th a t m anifests a  care crisis, a  larger ageing population and 
greater social pressure on care services th an  in other EU countries.
Specific research  objectives of the thesis are:
■ To identify patterns of sleep deprivation connected to care giving among midlife 
and older women.
■ To ascertain  variations in sleep quality in relation to women’s care giving roles 
and the ir m arital sta tus.
■ To examine the types of care work th a t resu lt in more disrupted sleep, in 
particular care for elderly and disabled relatives, and the consequences for the 
sleep, wellbeing and quality of life of care giving women.
■ To investigate the impact of care giving on the two groups of women who 
re ported poorer sleep, namely women aged 40-50, with children and  engaged 
in paid work, who experience sleep deprivation as a  resu lt of time constrain ts 
on the ir work-life balance; and women over 51 engaged in elderly and  disabled 
care.
■ To analyse the social factors associated with caregivers’ sleep loss, re la ting  to 
the cultural and familial context of care, and how these factors m oderate the
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impact of sleep de privation on the wellbeing of the caregiver. In particular, to 
investigate how caregivers’experiences, sleep quality and wellbeing rela te  to:
> the natu re  of intergene rational family care work in Italy;
> welfare sta te  provision;
> work-life balance and time constraints;
> the relationship betw een paid and unpaid domestic work and  the 
gendered division of labour in the household; and
> cultural norms and gender expectations re la ted  to informal caregiving.
To achieve these goals the study will explore the first-person experiences of women in 
care giving, using a qualitative, in-depth, life course approach. The objective of th is 
approach is to make women's possibly marginalised experiences central to the analysis, 
bringing into evidence previously unacknowledged aspects of care, th a t have not 
previously been addressed through m ainstream  quantitative and medical analyses, and 
to capture the lifelong impact of these aspects on caregivers' sleep.
The thesis aim s to complement curren t research  on sleep poverty in care giving and 
associated fatigue, the social determinants of caregivers’sleep poverty, and to contribute 
to the cu rren t Italian debate on women’s health , care giving and work-life balance.
This chapter describes the methodology of the study, the resea rch  setting, tools of data  
collection, sampling strategy and data  analysis and concludes w ith reflections on the 
ethics and logistics of conducting research  on sensitive topics with women in Italy.
4.2  Overview of research design
In order to m eet the aims and objectives of the thesis, the research  design and m ethods 
of data  collection involved qualitative techniques. A purposive sample of 65 women aged 
40-80 was recru ited  in the province of M antua, in Northern Italy, over a period of 
eighteen m onths. Each woman took part in an  open-ended and  sem i-structu red  
interview lasting about an  hour. The interviews focused on life history and  
autobiographical accounts, which were intended to disclose not only the care experiences 
of the individual women but also the social context of the ir individual lives. A narrative 
life course approach was employed in  the interviews to explore Italian women's stories 
and accounts of th e ir experiences of sleep and care work. The life course approach was
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intended to capture sleep change s across life stages, and the extent and  natu re  of care 
work across the life course. The interviews with women probed the ir diverse experiences, 
the complexity of the social factors involved, as well as the difficulties women faced in 
care work and their experiences of sleep poverty.
4.3  Methodological approach
A qualitative approach informed by grounded theory methodology and fem inist 
epistemology was judged most su ited  to the study. Given the paucity of studies on 
caregivers’ sleep quality in  Italy, qualitative m ethods were considered the most 
appropriate for the exploratory character of th is research , which aim s to provide an  in - 
depth understanding of women’s everyday experiences associated w ith care giving and 
how these were rela ted  to sleep.
As far as recruitm ent was concerned, a  qualitative approach was particularly effective in 
gaining access to groups th a t tend  to be hard  to engage (Neale, 2009; Silverman, 2009). 
In th is case, it allowed access to a  diverse range of women including a  social group of 
isolated older housewives involved in intensive, informal care work, who would have been 
unlikely to engage in more formal quantitative survey research .
The specific m ethod of a  sem i-structured  open-ended interview proved useful in these  
circumstances, as it focused on the participants’ experiences and perceptions, allowing 
them  to define the research issues in the ir own words, and facilitating analysis of how 
women in terpret the world and how they formulate the ir understanding  of it. This 
technique is frequently employed in fem inist research  as it is ‘consistent w ith m any 
women’s interest in avoiding control over others and developing a sense of connectedness 
with people’ (Reinharz, 1992: 20). Indeed, the advantage of the interview m ethod, 
compared with others, is th a t person-to-person contact allows for a more detailed  and 
deeper collection of data  for each issue under study.
Finally, qualitative m ethods are best suited to the exploration of sensitive issues, which 
is particularly relevant given the private na tu re  of sleep and the intim ate and  often 
painful experiences of care giving, together w ith the sensitive family and emotional 
dynamics involved. According to S trauss and Corbin (1998: 11),
‘Qualitative methods can be used to obtain intricate details about phenomena such as feelings, 
thought processes, and emotions that are difficult to extract or learn about through more 
conventional research methods’.
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This research paid particular attention to the ‘narratives of the n ight’ of the respondents 
(Hislop etal., 2005). The intim ate dimension of the topic of sleep has the tendency to 
prompt m aterial on life histories and biographical issues. Bryman (2008) notes th a t in 
contexts such as research on ageing or fem inist studies dealing primarily w ith sensitive 
biographical issues, women gave new m eanings to experiences and aw areness through 
the attention of the researcher, and gained a  different perception of self. In relation to 
data  analysis, an  interpretative approach was adopted, with the aim  of a  ‘non 
m athem atical process of interpretation carried out for the purpose of discovering concepts 
and relationships in raw data  and th en  organizing these into a theoretical explanatory 
schem e’ (Strauss and Corbin, 1998: 11).
The following sections provide an  overview of grounded theory methodology and  outline 
its compatibility w ith a  feminist approach, followed by a  description of the ways in which 
these two m ethods have informed the research  design, including sampling, data  
collection and data  analysis.
4,3,1 Grounded theory
Given the scarcity of literature on care givers’ sleep and wellbeing in Italy and the need  to 
develop re se arch th a t more accurately captured features of women’s everyday care giving 
experiences, a  grounded theory methodology was chosenfor th is study, as it best allows 
research questions to be defined by the participants in the context of the ir everyday lives. 
This approach provides greater understanding to the a rea  of resea rch  while rem aining 
respectful of the participants, giving them  a  voice, and a  chance to evaluate th e ir lived 
experience and socio-cultural perceptions.
Introduced initially by G laser and  S trauss (1967) and developed fu rther by o thers, 
including S trauss and Corbin (1998), grounded theory is a  ‘from the ground’ approach to 
research th a t u ses empirical data  collection to build theory in an  inductive m anner. D ata 
are gathered in the natu ra l setting, drawing from the experience of the participants, and  
in terpreted  through a  process of constant comparison analysis. In grounded theory, a  
theory is not generated  from the litera tu re; ra th e r it is generated  from the da ta  and  
compared to and contrasted with findings from other studies in the lite ra tu re  (Creswell, 
1998). In addition, in exploratory studies, such as the p resent one, grounded theory 
perm its more flexibility. It allows the redefinition of concepts and m ethods according to 
the emergence of new data, and facilitates the accommodation or adoption of new 
research  questions arising from fresh empirical evidence. D ata analysis followed a
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grounded theory approach (Glaser and S trauss, 1968), where women’s experiences, 
narratives and constructs were analysed through a  process of constant comparison in 
order to produce theory. Ebdsting theories were used  to  refine the research  questions 
once the salien t issues had  been introduced in the initial interviews (Morse, 2001).
In th is study, as issues and them es became apparent during the data  collection and 
preliminary analysis, the research questions were refined for subsequent da ta  collection. 
Although the initial interviews focused on sleep, the pervasive impact of care work on the 
lives of the respondents suggested a  rearrangem ent in the interview  schedule to cover 
more in-depth family circum stances and care giving roles, as well as work-life balance 
issues.
Grounded theory embraces the concept of symbolic interactionism, which concentrates on 
social interactions among individuals, the ir shared symbols and in terpretations of each 
other (Chenitz and Swanson, 1986). In order to appreciate individual experiences and  
self-perceptions, meanings should not be read  in isolation but exam ined in th e ir social 
context, as products which are shaped and negotiated as a  resu lt of social in teraction. 
Consequently, to comprehend participant s ’behaviours, it is essential to understand  th a t 
they are social beings whose experiences make sense only w hen analysed w ithin th e ir 
interpersonal and social setting (Silverman, 2005; Neale, 2009).
4 .3 .2  Feminism
The care work of women in Italy tends most of the time to go overlooked as fam ily work’, 
and therefore ‘non work’. Nevertheless its effects on women’s health  and  personal life are 
considerable. The need for a  framework th a t could acknowledge and render visible the 
impact of care work on women’s health  suggested th a t a  feminist approach would help to 
provide insights into how women understand  the ir care giving experiences. Fem inist 
perspectives have shown a grea ter potential th an  other approaches to reveal issues 
particular to women, by giving voice to situations th a t have previously been m arginalised 
or m issed. They have also proved appropriate to shed  light on potential inequalities and  
difficulties faced by women.
Furthermore, feminism has been used  in nursing  and health  care studies to investigate 
issues of women’s health  (Cambelle and Bunting, 1991; Chenitz and Swanson, 1986; 
Hall and Stevens, 1991; Thompson, 1992; Thorne, 1991). Fundam ental to fem inist
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epistemology and inquiry is the idea th a t a  woman’s experience forms a  central part of 
h e r knowledge -  an  idea th a t had  previously been long neglected (Stacey, 1991).
Grounded theory has frequently been used  in fem inist research . A num ber of studies 
advocate the methodological compatibility and epistemological affinity betw een fem inist 
inquiry and grounded theory, and have incorporated fem inist principles into the ir 
grounded theory studies (Keddy et oZ., 1996; W uest 1995). In principle, feminist research 
stem s from dissatisfaction with traditional methods of social research , em phasising the 
importance of qualitative studies. According to Stacey (1991: 111):
‘Feminist scholars had begun to express widespread disenchantment with the dualism, abstractions 
and disenchantment of positivism, and were rejecting the separations between subject and object, 
thought and feeling, knower and known, and political and personal’.
Feminist approaches are, in one way, coherent with symbolic interactionism , which also 
acknowledges the personal interpretation of social experience as a source of knowledge 
and thus recognises the need to in tegrate women’s perspectives as part of the knowing 
process. This is done in  an  effort to detect the relation betw een w hat is conceived as 
personal and w hat is socially m anufactured in conditions of unequal relations of 
authority (Code, 1991; Glaser, 1992).
Hence, in  fem inist research  special em phasis is given to the subjective experience of 
women and the importance of everyday life. Women have often been relegated  in the 
private and  domestic arena, thus are they  accustom ed in defining them selves in a  way 
th a t différés from th a t of men, who are typically actors in the public domain (Weiler, 
1988). The different modes through which individuals ‘ex ist’ also reveal gender 
distinctions in  various areas of daily life, e.g. in the use of tim e, language, self- 
understanding, emotional response, duties and  obligations, among others (Ribbens and 
Edwards, 1998). As noted by Weiler (1988) the consciousness of women, not only differs 
from th a t of men, but is also ‘invisible’ in male studies of social reality.
Another aspect of fem inist theory and methodology is th a t it is founded on a commitment 
to praxis. The te s t of knowledge does not depend on w hat is ‘true ’ according to an 
abstract criterion, but ‘w hether or not it leads to progressive change’ (Weiler, 1988: 63). 
This was also relevant to the intention of th is study, which was to influence policy 
towards providing greater support for women caregivers. An a rea  of debate in fem inist
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studies relates to the assum ption th a t social science is not value -free (Eichler, 1988). The 
notion of the resea rch er being disengaged from the respondent has been criticised by 
Oakley (1981), who argues th a t it is not possible or desirable to rem ain completely 
neu tra l or de tached during an  inte rview (Oakley, 1981). Hygi e nic re search’ is conside re d 
unrealistic and oversimplistic as the interviewer’s individuality cannot be left behind and 
indeed ‘should be capitalized upon’ (Stanley and Wise, 1993: 161). Proce dur ally, fem inist 
research acknowledges th a t there  is often a connection betw een the resea rch  purpose 
and the private life of the researcher (Reinharz, 1992), which may lead  to self-disclosure 
on the part of the research er (Cre swell, 1998), and self-re fie xivity in the analysis.
Since th is approach offers a  more hum anised and personal stance to the interviews, the 
risks of bias m ust be acknowledged w hen engaging with participants in  a  relational style. 
In particular, self-reflexivity on the part of the resea rcher w ithin an  all-fem ale context 
should be undertaken  as a  tool to clarify the potential impact of the re sea rch e r’s 
subjectivity on data  collection and analysis.
4 .4  Sampling
The population of interest, covering Italian women betw een the ages of 40 and 80, was 
defined following previous literature in the UK which had  identified th is group as the one 
reporting particularly high levels of sleep disruption (Hislop and Arber, 2003a, 2003b). In 
addition, European surveys on long-term  care and cross-national studies report th a t the 
population of women age d 40+ are the most likely to be providing long term  elderly care 
(Eurofamcare, 2005, 2006; Eurostat, 2007, 2009; Lamura etal., 2008). Therefore, they 
represent the group in which sleep  problems associated with care giving would be most 
likely to occur. Findings supporting the general predominance of women as caregivers, in 
particular wives and daughters, also highlight th a t older, co-resident caregivers are more 
a t risk  of fatigue and  health  problems as a  consequence of care giving (Schultz, 2004; 
Wilcox and King, 1999).
In relation to the sampling process, a  non-probability, purposive approach was 
considered most suitable. As Arber (2001:61) notes,
‘where the researcher’s aim is to generate theory and wider understanding of social processes or 
social actions, the representativeness of the sample may be of less importance; the best sampling 
process is often focused or judgemental sampling’.
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Therefore when the objective is to achieve the  greatest possible understanding  of a  given 
problem, selecting a  random sample may not be the most appropriate strategy. The 
comprehension of a  social process can be reached  through obtaining rich and detailed 
information with the use of qualitative techniques, in particular ‘by interviewing in detail 
and length’ (Arber, 2001:62).
In his work on resea rch  on sensitive topics, Lee (1993: 61) identifies some major 
strategies for sampling specialised populations: list sampling; m ulti -purposing; 
screening; networking; outcropping; advertising; and servicing. Given the particular 
structure  of Italian society, where networks and peer-recommendations play a  prom inent 
role w hen being introduced to new social groups, sampling through in term ediaries, 
inform ants and  networking we re seen  as most appropriate, and were the m ethods th a t 
were mostly used  in the current research. Network sampling can presen t some risk, as 
noted by Lee (1993: 67): ‘bias is almost inevitable because the social relations th a t 
underpin the sampling tend  towards reciprocity and transitivity.’ On the other hand, 
network or snowball sampling m ethods are suitable to obtain sam ples of num erically 
small or minority groups, or for researching sensitive topics. Snowball sampling involves 
personal re commendation which is ‘useful w hen potential subjects of the resea rch  are 
likely to be sceptical of the resea rch e r’s in ten tions’ (Lee, 1993: 67).
Following the guidelines of grounded theory, both criterion and theoretical sampling were 
used  throughout the recru itm ent process until ‘sa tu ration ’ of data  fulfilling the initial 
resea rch  questions was reached  (Patton, 1990; S trauss and Corbin, 1998). Criterion 
sampling was used  to select participants meeting the pre-specified criteria. Participants 
had  to be women betw een the ages of 40 and  80 living in the community, in M antua 
province. Eligibility criteria were assessed  by the resea rch e r in person or by telephone, 
and  those who m et the study criteria  were asked to participate in the research .
Theoretical sampling consists of selecting cases th a t help fu rther theory development 
(Strauss and Corbin, 1998). Theoretical sampling was used  on some occasions to ensure  
th a t a  relevant num ber of women who participated in the study had  sufficient experience 
of care giving, in order to provide informative and rich  description. Sampling finished 
once theoretical saturation was reached. Theoretical saturation employs the general rule 
th a t w hen building theory, data  should be gathered  until each them e is sa tu ra ted . In 
other words, data  collection should proceed until no new information on a particu lar 
them e is emerging and each them e is well developed in term s of its properties and
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variations (Strauss and Corbin, 1998). The recruitm ent proce s s is d iscussed in detail in 
section 5.7.
4.5  Ethics and confidentiality
As noted by B rannen (1988: 533) ‘Protection is required both w ith respect to the 
confidences disclosed and the emotions which may be aroused and expressed’. This 
research  and the accompanying m aterial provided to the participants (such as the 
Participant Information Sheet, study description and informed consent form) obtained a 
favourable ethical opinion from the University of Surrey Ethics Committee (February, 
2006). W ritten informed consent was obtained from each participant (Consent form. 
Appendix 4a and 4b). The aims, m ethods and any potential risks or benefits were clearly 
explained to participants, with an  outline of these details provided as w ritten  information 
in Italian (Participant information sheet. Appendix 3a and 3b). It was also fully explained 
to participants th a t they could decline to participate in the study, or w ithdraw a t any time 
without giving a  reason. The investigator assu red  participants th a t th e ir anonymity and 
confidentiality would be m aintained. Participants were not identified by th e ir nam es but 
by participant code num bers and pseudonyms. Documents containing codes, nam es and 
addresses, as well as w ritten  consent forms have been kept securely and separately  in 
strict confidence in accordance with current legislation, particularly the D ata Protection 
Act (1998), and the curren t Italian ‘Normative sulla Privacy’ (legge 675/96 art. 12). Given 
the particular sensitivity of the topic, the researcher was committed not to pressurise the 
participants in order to allow every woman to report experiences of sleep and  care giving in 
the most non-intrusive and supportive way.
4.6  Research site and recruitment process
The selected research site was the middle sized North Italian town of M antua including 
the town, its suburbs and surrounding countryside, covering the whole Province of 
Mantua. M antua represen ts an  average Italian province whose social context is 
intermediate between progressive urban cities and  areas with little welfare development 
(section 3.5). At the same time, the territory  of M antua offers sufficient variety of 
economic circum stances, geographic and social stratifications, ranging from rural, 
traditional and countryside a reas to industrial and  urban, to offer a  diverse sample of 
women with heterogeneous work-life balance arrangem ents and care practices.
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As detailed in section 5.5, a  sample of 65 Italian women aged betw een 40 and 80 years 
was selected. Women who lived within approximately 30 m iles of the town of M antua were 
recruited through local social, educational and community organisations and via snowball 
sampling. Women were intentionally recru ited  to have varying social and economic 
characteristics in order to investigate women’s sleep in different family and socio­
economic contexts. Participants completing interviews and diaries received an  
honorarium  of Euro 50 once they had completed the study.
In an earlier stage of the study, various organizations were contacted in order to obtain 
the sample of women. Information letters were sent to relevant associations th a t included 
women in the ir m em bership (Third Age circles for leisure and  education, parish 
associations etc.) both via e-m ail and regular mail (see Appendices la ; lb; 2a; 2b). 
However, using mailing and regular formal channels proved a n  ineffective m ethod of 
recruitm ent. Women were re s is tan t and suspicious about the study w hen information 
was given over the telephone, while letters and emails were often ignored or overlooked. In 
some case s the researcher could catch the interest of the persons in charge of a  particular 
association at the first stage, but was ultim ately unable to contact any potential 
participants through it.
In practice, the most valuable system  for obtaining the sample proved to be networking 
through gatekeepers who were reliable and tru sted  within the community, and  who acted  
as intermediaries. Good intermediaries were found w ithin associations involving middle - 
aged or elderly women. Once an  appropriate intermediaiy had  been found I explained the 
research objectives, provided the information m aterial (Appendix 3a and 3b), and  asked 
the interm ediary to describe the research  to the potential respondents. A good 
presentation from a  popular m ember of the group made the research appear less intrusive 
and less official. Some women recalled  taking part in the interview ju s t  as a  favour to a  
friend and reported: 1 ju s t do it because X asked m e.’The best in term ediaries proved to 
be middle-aged women belonging to leisure clubs (e.g., a  pottery club) or parochial circles 
(e.g., churches in particular areas), and work environm ents (factories, government and 
private offices). An attem pt was made to find interm ediaries belonging to different socio­
economic groups to increase the likelihood of interviewing women from different social 
backgrounds and family contexts. For example, women from Catholic circles were more 
likely to have a  traditional lifestyle and family structu re , and  were quite different from 
higher class women who attended the a rt clubs. Once I had  been accepted w ithin a  group 
or association, snowballing became easier and women felt more comfortable taking part in 
the research , because friends or people they knew had already become in te rested .
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Despite the apparent unobtrusive character of th is research, the recruitm ent process m et 
with resistance to participation and on m any occasions a  reluctance to share  personal 
details about the intim ate topic of sleep, in particular in front of a  tape recorder. 
Resistance was linked not only to age, class and employment sta tu s  but also to health  
s ta tu s and emotional situations. When sleep deprivation or insom nia were a  major 
problem and there  was evidence of a difficult personal situation (e.g., family problems or 
health  issues), women often felt uncomfortable or d istressed  w hen disclosing private 
painful details, especially in front of a  recorder. On the other hand, w hen sleep disruption 
was a ttributed  to ‘ex ternal’ socially accepted causes, speaking about sleep deprivation 
seem ed for women to be more of a  liberation th an  a problem.
4.7  Sample characteristics
A sample of 65 Italian women aged betw een 40 and  80 years was studied through in - 
depth sem i-structured tape-recorded interviews, and  partly with audio or w ritten  sleep 
diaries. Participants included 30 midlife women (40-50) and 35 older women (51-80). 
Attention was paid to ensure recru itm en t of a  variability in social and  economic 
characteristics in order to investigate women’s sleep in different familial and  socio­
economic contexts, including diverse living arrangem ents and a  range in m arital and  
occupational sta tus.
The sample incorporated variability in m arital s ta tu s  and comprised single (5), 
divorced/separated (7), widowed (9) and m arried women (44). Among the m arried women, 
37 had children. Among the 65 women, 11 had  no children. Elderly care had  been 
performed by the majority of older women in the age range 51-80. A significant num ber of 
older women (26 out of 35) reported having to provide care for frail elderly relatives, 
typically on a  long term  basis and the majority while caring for other dependent family 
members. Among the 30 women aged 40-50, only 6 had  provided care for frail elderly 
relatives, mostly on a  tem porary basis.
The analysis of the interviews was organized by dividing the sample into two: age groups 
40-50 (Appendix Tables A2 and A3) and 51-80 (Appendix Table Al), which p resen ted  
commonalities relating to family structure and problems re la ted  to care and sleep.
The younger cohort, 40-50, was characterized primarily by working m others, generally  
m edium to highly educated women, reporting a  difficult work-life balance w ith juggling 
between work and family time as the m ain reasons for the ir sleep deprivation. All the 
women in th is age cohort were working or had  had  experiences of work th a t had  been
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temporary or interrupted because of childcare and family demands. None had been a full 
time housewife throughout the ir life. The majority of the 30 women in th is cohort had  
higher (15) or university (11) education. Only 4 had a  basic education and they were all 
factory workers. Appendix tables A2 and A3 show substantial mobility in term s of 
changes in labour m arket participation, whereby women generally switched from full-time 
employment to tem porary jobs or to housewife sta tu s  after childbirth. In particular, more 
highly educated women we re often employed in lower profile jobs or tem porary positions 
after childbirth. This is due to the difficult Italian labour m arket situation which offers 
lim ited part-tim e perm anent opportunities and is unresponsive to the idea of family- 
friendly working hours (section 3.4.4).
The women aged 51-80 were characterized by having more traditional a ttitudes towards 
care practices, and had performed elderly and multigene rational care on a  long term  
basis. Most of these women only had primary e ducation. Of these 35 older women, 16 had 
been housewives for most of the ir lives, undertaking full-time domestic work and 
multigenerational ca re ju s t after marriage. The extensive caring responsibilities reported 
by th is cohort made it the most affected by sleep problems associated with care giving.
Geographical factors were also taken  into consideration. The countryside a reas were 
generally characterized by lower welfare services provision, and  more traditional 
housewife/caring roles, as opposed to the vicinity of the town of M antua which offered a  
wider range of facilities. In the sample, 32 women came from provincial villages and  ru ral 
areas, while 33 were living in M antua city or suburbs.
4.8 Initial data collection and pilot work
Primary data  collection was conducted through in-depth, open-ended interviews. In 
addition, contextual docum entation was sought both online and though relevant 
institutions to understand the framework of care provision in Mantua. Key inform ants in 
the city and the extended province of M antua were contacted: social services m anagers, 
equal opportunity consultants and  relevant actors in charge of services in support of care 
work and work-life balance. A se t of mixed qualitative and actigraphic resea rch  m ethods 
we re initially piloted th a t had be en  u sed  by previous sleep resea rch  a t the University of 
Surrey (Hislopand Arber, 2003a, 2003b; Hislop e t al., 2005; Venn etal., 2008) w ith the 
intention of expanding earlier UK research into a  cross-cultural context and  eventually 
adapting them  to the Italian context.
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4.8.1 Audio d ia ries  an d  A ctiligh t w atches
The initial m ethods selected for data  collection included a one hour se m i-structured , 
open-ended interview on sleep, plus two weeks of daily tape-recorded or w ritten  sleep 
diaries and two weeks of actigraphy. A description of the la tte r  two techniques follows:
a) Audio and w ritten  diaries
Participants were asked to complete daily sleep diaries for a  period of two weeks 
immediately after the in-depth interview. Respondents were asked to record descriptions 
of the ir night-time sleep and any disturbances on a  Dictaphone soon after waking up, 
followed by details of any sleep or naps taken  during the daytime, using a  m ethod 
developed by Hislop et cd. (2005). Whenever the respondent did not feel comfortable using 
an  audio diary, participants were asked to complete a  w ritten diary (see Appendix 6a and 
6b).
b) Actilight watches
The respondents were asked to w ear an  ActiwatchL on the ir non-dom inant w rist for a  
period of two weeks after the in-depth interview, to provide an  indication of sleep tim es 
and in tensity  of light exposure during the night and the day (Appendix 6a and 6b). The 
ActiwatchL is a  watch-like device th a t records movement and light exposure.
The purpose of using actiwatches was to provide a  more objective indication of individual 
sleep/awake patterns th a t could be compared and contrasted w ith subjective data  from 
interviews and audio or w ritten  sleep diaries. However, during the pilot work, the use of 
actigraphy and sleep diaries encountered difficulties. Compared w ith sim ilar resea rch  
conducted in the UK, Italian women were less willing to use technology. In fact, while 
agreement to participate in the interviews was always welcomed, and Italian women were 
generally willing to provide personal in-depth interviews, they were m uch less willing to 
undertake other parts of the study, including the use of audio diaries and  actigraphy. 
The la tte r created  resistance and discomfort on many occasions.
In addition the planned use of diaries and actiwatches adversely affected recru itm en t of 
the sample. In Appendix 7 (Tables A. 1; A2; A3) a  divide is evident according to age and  
education in the willingness to use actilight watches and diaries. In general women who 
complied a t once w ith the full study were higher class, educated or mid-life women, who 
showed more interest and enthusiasm  and were more familiar with technological devices. 
Technical devices seem ed, on the contrary, a  de te rren t for older women who occupied
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more traditional roles, mainly as housewives, and who showed suspicion and  uneasiness 
with all those aspects of the research  th a t produced a cold, formal interview setting  
(consent forms, tape recorded interviews etc.). Indeed, exactly the women who had  more 
problems with caregiving found technical devices suspicious and time w asting and 
therefore would not agree to participate in the study. Besides not w anting to waste the ir 
time providing daily audio records about the ir sleep, these women did not like the idea of 
feeling studied’ and found actiw atches and audio diaries in truded  on the ir sense of 
privacy.
The introduction of technical devices also affected the interview setting, shifting it from a 
symbolic space as in a friendly and familiar chat to a  more formal and  clinical context 
where respondents felt tes ted  and Researched’. Paradoxically, those women who were 
most resistan t to technologies generally provided the most in tense  and rich  interview 
accounts in term s of the ir personal history, family life and negotiation of s leep  needs. 
Requesting them  to comply with the technical part of the study (actigraphy + audio diary) 
often had  the resu lt of making them  refuse to take part in the study a t all, w ith loss of 
relevant data. A flexible approach was consequently adopted in o rder to allow every 
woman to provide data  about her sleep in the most non-intrusive and friendly way.
Among the majority of women who did use actilight w atches and  sleep diaries, m any 
used  these incorrectly or provided very descriptive audio diary data. Since these  data  
contributed little to knowledge of sleep disruption in  term s of detail and  depth, they  were 
not included in the final data  analysis reported in th is thesis.
In conclusion, given th a t the richest data in term  of quality and quantity came through 
interviews and th a t these were eagerly accepted by a  wide range of women of varied 
sta tus, interviews were chosen as the m ain research tool, following the initial pilot work.
4 .8 ,2  P ilo t w ork
Pilot work was conducted to te s t techniques previously u sed  in sleep sociology in the UK 
(Hislop and Arber, 2003a, 2003b; Hislop e t cd., 2005). Thirteen qualitative interviews and 
w ritten audio diaries were completed between December 2005 and Jan u ary  2006 to refine 
the interview schedule and te s t the audio-sleep diary techniques in the different cu ltu ral 
context of Italy. The interview schedule was rearranged  to take into account the 
preliminary results, which showed, in Italy, a  c lear promine nee of the them e of care giving 
as a major cause of sleep deprivation. Therefore, in the final interview guide (Appendix 5a 
and 5b), the aspect of care giving was privileged over more technical aspects of the bed­
time arrangem ents.
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As explained above, audio diaries were reconsidered due to the resistance of many 
participants and the ir lack of familiarity with technical recording devices. W ritten and PC 
diary solutions were also proposed according to circum stances, w ith the aim  of making 
the respondent as comfortable as possible (Appendix 6). Nevertheless, given th a t the most 
detailed and illum inating data  was obtained via interviews, in the second stage of 
fieldwork, longer interviews were carried  out with participants who did not w ant to 
complete a  diary. Interviews were also am ended to include questions about typical 
sleep/wake patterns and sleeping habits, which diaries would generally have provided.
Pilot work also tes ted  the collection of 15 days of actigraphy. However, th is technique 
was suspended in fu rther fieldwork as it did not seem  successful in the Italian research  
context and appeared in some cases to impinge on the collection of qualitative data. 
Subsequently, sleep diaries were only used  among women who were happy to use them , 
without pressurizing other potential participants.
4.9  Interview design
The aim of the qualitative interview process is to probe processes and thoughts th a t are 
otherwise hard  to obtain without in tim ate, in-depth, and private conversation (Lindlof 
and Taylor, 2002) and additionally to allow the participant to do the majority of the 
talking, and to guide the conversation according to w hat she finds most im portant 
(Rubin and Rubin, 1995). This desire to reduce interviewer control and  promote 
participant interaction during the interview also reflects a  fem inist standpoint (section 
5.3).
A non-structured  interview is an  open situation th a t includes g rea ter flexibility and  
freedom (Cohen and Manion, 1997). Although it involves a predeterm ined content th a t 
serves the objectives of the research , the formulation and the order of the questions 
resu lt from the interaction of the interviewer and of h is /h e r  subject (Breakwell, 1995). 
Moreover, open-ended questions encourage spontaneous answ ers, allowing the 
interviewee greater control over factors such as the length of the ir answ er and  th e ir use 
of language. In contrast, closed questions require predetermined answers or may subject 
answ ers to content restrictions (Brenner, 1985).
Qualitative interviews lasting approximately one hour were recorded w ith each 
participant’s permission. The interview guide was sem i-structu red  in order to foster a  
fluid analytic framework, and to help explore the problem without addressing a  specific 
hypothesis. Open-ended questions were in tended to allow topics to be ra ised
81
spontaneously by the informants. The aim was to capture factors influencing sleep from 
the women’s perspective. In-depth interviews addressed firstly the tim ing of sleep and 
sleeping habits. The second part of the interviews aimed to investigate the social, cultural 
and behavioural aspects of sleep, and the interactions between sleep, work and family life 
(Appendix 5a and 5b).
The inte rview guide was designed to elicit lengthy description from the women using their 
own words to describe the ir perceptions of them selves and the ir activity patterns. The 
guide was modified as data  collection proceeded to fu rther refine questions th a t were not 
eliciting the in tended information, and to reflect the categories and concepts th a t 
required further development (Strauss and Corbin, 1998). In th is case the emerging 
impact of care work on the interview ees’ experiences and sleep disruptions elicited 
fu rther questions concerning the social context of care , family circumstance s, and  work- 
life balance.
Interviews were guided by the re search questions but were unstructured  enough to allow 
for the discovery of new ideas and them es. Although the interviews followed a  sem i­
structu red  guide, they were trea ted  as conversations during which the interview er 
elicited detailed information and comments from the respondents. The interviews were 
fully transcribed by the author in Italian.
4.10  Interview setting and role of interviewer
As noted by Lee (1993; 2000), asking sensitive questions is more successful w hen privacy 
and anonymity are guaranteed, and w hen disclosure takes place in a  non-censorious 
atmosphere:
‘Optimum levels of report can be produced by man^ulating in various ways the conditions which 
promote disclosure (...) in this context, privacy, confidentiality and non-condemnatory attitude are 
important because they provide a framework of trust, within which researchers can lead those 
studied to confront issues which are deep personalty threatening and potentially painful’ (Lee, 1993: 
97-98).
In general, better data  was collected in an  informal, relaxed and friendly atm osphere. In 
particular, older women, full-time housewives, and women unfam iliar w ith research had  a  
tendency to resist the formal aspects of research  within the interview setting, by being 
res is tan t to elem ents th a t made them  feel as if they were under investigation (audio 
recorders, forms, actiwatches, technical explanations etc.). They tried  to transform  the 
interview setting and  change the interview into a  m other-daughter conversation. They
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were more comfortable with the idea th a t they we re helping a  friend or a  s tu d e n t ra th e r 
than  taking part in a  research investigation. They generally refused money, which would 
clash with the ir friendly representation  of the interview. Some posed conditions th a t 
aim ed to mould the setting to the ir requirem ents. For example, some wom en asked to 
m eet me in pairs, to have a coffee together before the individual interviews, or to see me 
with the interm ediary who had originally contacted them  on my behalf. An unexpected 
condition which was occasionally proposed was "I will do it, but only if you come for 
d inner.” In some cases, I was accompanied to d inner by the intermediary (e.g., a  mem ber 
of the pottery club, a  colleague in the factory, or mem ber of the church circle). On a  
couple of occasions, two respondents were a t the d inner a t the sam e time. The researcher 
would bring a  present (such as food, tea, wine, articles for the house etc.) as a 
compensation and  after dinner interviewed each woman individually while the others were 
chatting. In these  cases, elderly women saw the whole experience as a  social occasion to 
gather among friends, and asked if we could repeat it in  future.
4.11 Data analysis
To analyse the qualitative interviews and diaries, a  grounded them atic approach was 
chosen. This allowed concepts to emerge directly from the data. In a  second stage an  
attem pt was made to identify in the transcripts relevant analytic them es and to develop 
hypotheses about the relationships between the categories, comparing and contrasting 
the findings from the interviews. As S trauss and Corbin note, the procedures to in terp ret 
and organise the data  Risually consist of conceptualizing and reducing data, elaborating 
categories in term s of the ir properties and dimensions, and  relating through a  series of 
prepositional s ta tem en ts’ (1998: 12).
Analysis began after the very first interviews and continued throughout the da ta  
collection process. While the initial idea was to focus on the impact of elderly care on 
sleep poverty, fu rther data  analysis showed a range of secondary reasons for sleep  
disruption connected to time constraints and the relationship betw een childcare, paid 
work and unpaid domestic work, especially m any working women in th e ir forties. 
Therefore, data  analysis on th is topic was also included in the study.
Computer assisted  software QSR NVivo 2.0 was used  to support them atic  analysis and  
conceptualization. The process of analysis of transcrip ts was based on an  inductive 
approach geared to identifying patterns in the data  by m eans of them atic  codes. D ata 
were analyzed using the constant comparative m ethod (Glaser and  S trauss, 1967;
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Patton, 1980; S trauss and Corbin, 1990). Each code was constantly compared to all 
o ther codes to identify similarities, differences, and general patterns. Themes gradually 
em erged as a  resu lt of the combined process of becoming familiar w ith the data  and 
considering w hat was learned  during the initial review of the lite ra tu re .
Coding followed the approach of S trauss and Corbin (1998), including open coding, axial 
coding, and selective coding. Open coding involved the analytic process through which 
concepts are identified and the ir properties and dimensions are discovered in the data  
(Strauss and Corbin, 1998). Themes th a t are found to be conceptually similar in nature or 
related in m eaning were grouped together as concepts and named. Axial coding involved 
grouping codes into larger and more abstract categories. To facilitate th is process, codes 
and the ir corresponding quotations were reviewed for sim ilarities and  relationships. 
Finally, selective coding was use d a s  the process of integrating and refining the theory. It 
is not until the major categories are in tegrated to form a larger theoretical schem e th a t 
the research  findings take the form of theory or process (Strauss and Corbin, 1998).
Finally, a  m aster list of quotations was compiled for the corresponding group of codes 
and categorised by them es. They were then  grouped and discussed. Articles were sought 
th a t both supported and disputed the conclusions of the study. Where necessary , the 
raw data  was readdressed  to confirm or deny parallels to the existing lite ra tu re . This 
contributed to a  fu rther refinem ent of the them atic analysis.
Thematic analysis continued until theoretical sa turation  was reached  vis-à-vis the 
original re search questions becoming ‘sa tu ra ted ’ with information on the topic (Glaser 
and  S trauss, 1967). Theoretical saturation  refers to the point a t which each  single 
interview no longer adds unique information to the theoretical interpretation of collected 
data.
Since the interviews and analysis were conducted in  Italian, quotes were tran s la ted  into 
English for inclusion in the analysis chapters to provide the maximum coherence with 
the women’s own words. Pseudonyms were used  to protect the anonymity of 
re spondents, with their age indicated after the quotations. Given the colloquial character 
of the language used  by the respondents (Italian or north Italian dialects), m any 
expressions had to be modified to make sense to an  English audience.
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4.12  Reflexivity
A reflexive approach was adopted, in which it was acknowledged th a t the researcher was 
part of the setting, context and culture in  question (Denzin and Lincoln, 1994). This 
process attem pted to identify the ways in which the researcher might have impacted 
upon the research  through preconceptions, biases and social identity.
In th is research, the experiences of women in the sample are presented as authentically  
as possible, and the findings are p resented  from the perspectives of the women 
them selves, in the ir own words wherever possible. However, the data  obtained was a 
resu lt of the interaction between the researcher and participants and was influenced by 
tru s t and rapport, age differences, my own social s ta tu s in  relation to the participants, 
and the context in which the interview took place (Silverman, 1993).
The characteristics of the researcher as a  woman interviewing women, belonging to the 
same cultural area, were identified and acknowledged as likely to have an  impact upon 
the research . Some studies have argued th a t women interviewing women can be a  
positive experience, in which the expected barriers betw een an  interview er and 
participant (e.g., power imbalance, one-way dialogue etc.) may not m aterialise (Finch, 
1993). However, problems of validity may resu lt from high degrees of empathy. Where 
social or demographic variables m atch between interviewer and participant, the degree of 
empathy may be greater and th is may lead to a  more revealing interview (Oakley, 1981). 
This is particularly true for interviews where the issues are sensitive or personal.
Age difference was also expected to produce different patterns of interaction. There was 
greater identification with interviewees who were younger, w hereas the in teraction  w ith 
older women tended towards the m other-daughter model of relationship. Elducational 
and social s ta tus was, on the other hand, a  distancing factor implying, for example, 
differences in language, the most immediate of which being the use of Tiigh Italian’ 
versus the dialect normally u sed  by lower-class housewives.
Differences in social s ta tu s and education tended to arise, especially w hen the 
interviewer specifically questioned the participants on issues of care and work-life 
balance. Although questions were kept as general as possible, m any women, in 
particular older women for whom care had  been an  unquestioned comm itm ent 
throughout the ir lives, seem ed to acknowledge for the first time concepts of care and 
their gendered roles. In most cases th is was experienced as a  positive resu lt. Many 
women felt th a t it was liberating to tell someone about burdening experiences, and
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benefited from speaking to a person who they felt empathised with the care work they did 
and lis tened  to the ir appeals for improvements and external help.
Some women did not seem  to categorise w hat they  did as care. When answ ering the 
question 'Have you ever cored for on ill person, did you notice any difference in your 
sleep?' some women, for example, the elderly Tiziana, sta ted  th a t they  did not have 
caring experiences or th a t the ir sleep was not affected, despite reporting having to wake 
up constantly because of the ir father-in-law  ringing a  bell.
I have assisted my father... I don’t remember: I might have had little sleep because I had to get 
up...
Int: Did you assist him at night?
He was at home with me, he died at home... Also my father-in-law, he used to wake us up many 
times. He had a bell, he kept on ringing... I certainty went, but then I went back to sleep again. ... 
[Did I] assist him at night before he died? Not realty, it never happened, because then he went to 
the hospital, he stayed two nights there... it’s not that I realty assisted... (Tiziana, 68).
M ariagraziaansw ered‘no’ but she h in ted  la te r a t taking care of h e r epileptic daughter 
for m any years who used  to have fits a t night. This included sleeping in h e r bed to keep 
h er quiet.
No, I haven’t cared (...). Well, maybe my daughter. My daughter used to suffer from epilepsy until 
a year and a half ago. Then when I went to bed I used to have thoughts. Because it is something 
that passes after age five, in fact it has passed with her growth. She used to have epileptic crises, 
when she would go over 39 degrees of fever. So when she had just some line of fever, I would get 
into bed (with her) so I was certain. So she would also sleep all the night. (Mariagrazia, 43).
Another explanation for th is lack of acknowledgement of care given is th a t a  few women 
showed a tendency to deny traum atic experiences of care and avoid the subject, because 
it was som ething they seem ed to w ant to forget. In the worst cases, after they  had  
m entioned painful experiences of caring, perhaps ending in bereavement and  widowhood 
(Chapter 8), some women became very uneasy, on the verge of tears. In these  cases, the 
interviewer in terrup ted  the recording until the respondent was comfortable again.
86
4.13  Conclusion
This chapter has de tailed the qualitative methodology employe d in  the p resen t research  
and its applicability to the research  aims and to its sensitive natu re . An outline of 
m ethods for sampling, recru itm ent and interviewing was provided as well as a 
description of the study area, a  socio-demographic profile of the women interviewed and 
reflexive ethical considerations.
A grounded theory methodology, informed by fem inist theory was selected  as most 
appropriate for the exploratory character of the study, which aim ed to provide an  in- 
depth understanding of women’s everyday experiences associated w ith care giving and 
how these relate to sleep. First-person experiences of women were studied using open- 
ended in-depth interviews and  a  narrative life course analysis.
Qualitative m ethods provided a  flexible approach to data  collection and analysis and 
were judged best su ited  to work with sensitive biographical topics, such as wellbeing, 
sleep and health  issues. The purpose of these  methods within the cu rren t research  was 
to bring into focus women's experiences of care giving, which has largely been 
underestim ated in m ainstream  clinical quantitative research , and to examine the life 
course impact of these aspects on sleep poverty.
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Chapter 5
Life course tran sition s, m arita l s ta tu s  and sleep
5.1 Introduction
In her work about the double shift of working carers, Hochshild describes m others as 
'speaking about sleep like a hungry person speaks about food ' (Hochshild and Machung, 
1989, p. 10). This expression characterises a  concept th a t is common knowledge in  the 
personal experiences and perceptions of women in a  care giving role despite being less 
visible in sleep research: how, for care giving women, sleep and care are deeply 
interconnected and how sleep deprivation is a  constitutive sphere of intensive caregiving.
This chapter will introduce how the narratives and perceptions of women report 
caregiving as shaping the quality and duration of their sleep. Although the interview 
schedule was initially developed to be compatible with previous English sleep stud ies and 
composed of broad, open-ended questions about sleep quality ra th e r  th an  specifically 
addressing the issue of care giving, carework appeared, from the sta rt, to be a  key factor 
in defining Italian women’s sleep quality. In the majority of participants, the responses to 
the initial interview questions, (W hat is a  good night sleep and  how often do you get th is 
kind of sleep?), raised the theme of marriage and caring and how sleep prior to th a t used  
to be qualitatively different, to the point th a t most of the women who were carers tended 
to distinguish betw een two qualitatively different sleeping lives: the ir sleep  before 
carework, and the ir sleep while engaged in carework.
The aim of th is chapter is to capture, through a  narrative life course approach, how sleep 
a lters throughout the life course of women in Italy and, further, to un d ers tan d  how it 
re la tes to caregiving, as it is undertaken  at life stages. Caregiving becomes an 
increasingly inevitable role for females in Italy, both as they  age and  across cohorts, and 
its pervasiveness and entrenchm ent in a  woman’s life irrevocably affects sleep  patterns. 
The life course analysis conducted here is intended to address the rela tionsh ip  overtime 
between caregiving and sleep and how m eanings, experiences, and perceptions of sleep 
and wellbeing change through Italian women’s life course.
This chapter will first give a general overview of a wide range of issue s to be found within 
the women’s narratives. It will serve as a  backdrop before the thesis moves to focus on 
caregiving specifically in m arried women and m others as they  present their specific sleep
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patterns and  disturbances connected to caregiving. The chapter will present meanings 
a ttached to sleep, life-course variations in sleep and also the m ain reasons for sleep 
disruption by m arital status, specifically:
■ women’s understandings and concepts of sleep
■ variations in  sleep quality through life-course transitions in term s of changes in 
m arital s ta tu s  and occupational commitments; in particular, to compare and contrast 
the sleep of m arried  women with th a t of single, divorced/separated and  widowed 
women
■ the role of carework in triggering a  qualitatively different form of sleep, and  how to 
identify its features.
5.2 Women’s understandings of sleep
When asked to define a  good night’s sleep, women describe almost unanim ously the ir 
concept of unin terrupted , unfragm ented sleep, and a  qualitatively deep sleep, often 
validated by dream s. Women identified in terrupted  sleep as the major factor defining 
poor sleep quality. A bad night’s sleep was generally Te It’ the following day by the 
sensation of not being rested .
Sleeping well means falling asleep and waking iq> the next day, without 
intemiption. Sleeping badly is when you wake up four, five times during the 
night, so that in the morning I wake up more tired than when I went to 
bed. (Chiara, 55)
Sleeping badly means waking up frequentty, sleep but feeling you did not 
sleep. You wake up in the morning and say ‘did I sleep, did I not sleep?’
Having bad dreams, waking up tired. I have experienced it myself and 
know what it means not to sleep welt (Luisa, 67)
I sleep well if I can sleep in a continuous way, for many hours. I sleep 
badty if I have my sleep interrupted, fragmented and non-consecutive.
Int: Can you give examples of interrupted sleep?
For example, if I have an emotional situation of anxiety for something 
that happened during the day, then my sleep is restless, I wake up frequently.
Or external factors, like the child that does not feel well and
wakes up. Then I have to get up and be present, and sleep does not continue
relaxed as before. (Francesca, 40)
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Women saw sleep as positive for the ir wellbeing, as well as significant for th e ir  ability to 
function well the following day. In addition, re s t was valued as providing a  time for 
personal space, and intimacy, in which women experienced freedom from their daily 
obligations, and the possibility of Tee ling them selves’.
Night for me is a moment of detachment from reality, a moment also for 
myself, where, in a way, I find again a time for myself. Where I do not 
have to do anything for anyone else, but finalty be myself. Consequentty it 
is also a moment of intimacy with myself as well as of regeneration, rest 
and recovery of energy. It also has this significance. (Francesca, 40)
For me, sleep is liberating, sleep is getting fi*ee firom a series of fatigues of 
the day; therefore I don’t feel it is wasted time. I feel it as a time of absolute 
freedom, possibility of freedom, in the real sense of the word. (Annamaria,
41)
Sleep is another kind of wake. How to say, it is another aspect of living, 
very rich, very intense, very vital, and for me of great support to the time 
when I am awake. Therefore, there is an enrichment, a recprocal give 
and take between sleep and wake. (Beatrice, 52)
Some women considered th a t dreaming, and  rem em bering dream s, signified a  good 
night’s sleep.
If I wake up and remember a dream then I feel more rested. Even if 
dreams are not beautifiiL But if I remember them, it seems to me that this 
period of sleep has been profitable, productive. (Laura, 48)
If I remember dreams in the morning it means that I slept well, even if the 
dreams are not nice. It means that I slept to dream. On the contrary, 
when I wake up and do not remember the dream I feel more tired.
(Paola, 45)
The concepts of sleep quality were rela ted  to continuous sleep, along with a  lack of 
worry, disturbance, and interruption and a sensation of wellbeing and restfu lness in  the 
morning. Sleeping well was not conscious, w hereas aw areness of sleep needs and  
patterns arose w hen sleep was disturbed. Main variables th a t were typically associated
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with changes in sleep quality were related to life course transitions, particularly m arital 
s ta tu s transitions. '
5.3 Life course transitions and sleep
This section considers how caring shapes sleep through the m ain life course transitions 
in a  woman’s life and how qualitatively different kinds of sleep are associated w ith  
differences in women’s m arital status. Women tend  to attribute specific types of sleep to 
changes in the ir m arital sta tu s , which in tu rn  are associated w ith the ir family caring 
roles and living circum stances. In the following two examples of life stories through 
sleep, women identify how their sleep changed a t the major turn ing  points of the ir life.
The sleep of children is heavy: when it’s time to sleep, every position, every environment is fine. 
The sleep of youth can be sometimes neglected... but it is determined and deep, because I used to 
have a hard time when I had to wake up to go to school When I worked as a teacher and had 
children I would wake up earlier, to wake up the boys, prepare them, dress them, all hassle and 
agitation. When in the end I retired, and I could finally sleep, I started needing less sleep.
(Marzia, 67)
Before marriage I used to sleep, after marriage with the children... you know how it is... you wake 
up and all the rest, then at a certain age... there has been a phase of widowhood where, well, I have 
had sleep problems, but after... luckily I am quite calm inside, I sit down, pray. (Annamaria, 68)
Major sleep transform ations were reported following these transitions: from single to 
m arried (associated with caring roles), and from m arried to living alone (through divorce 
or widowhood). These will be detailed in the following sections.
5.4  Sleep perceptions following marriage and having children
When asked to define how sleep changed through the lifecourse the majority of women in 
the sample distinguished sleep patterns before m arriage ‘as girls or singles’ and  after 
m arriage or childbirth. In general, the interviews with Italian women illustrated th a t their 
sleep can be divided into two broad phases: firstly, as a  younger single person without 
caring roles and responsibilities, and secondly, following m arriage and motherhood. 
Marriage normally coincided w ith the undertaking of caring roles for spouses, children or 
elderly relatives, as well as ex tra  unpaid domestic work. For the m ajority of women, their
91
narratives about the la tte r tended  to be dom inated by the ways in which the ir caring 
roles and responsibilities defined the ir sleep quality and duration.
Sleep in the earlier phase of the ir life course was seen  as indicative of personal space, 
and a  time of intim acy for themselves. Whereas, during the second phase, it was seen  as 
occupying a shared  dimension, in which they lacked the same personal control over the 
quality of the ir own sleep.
When I was a girl waking up it was worse in the sense that you say T have 
to wake up and go to work’. But it is another kind of sleep, you sleep well, 
without worries, you don’t worry for anyone but yourself. You marry, you 
have a famify, you start to get worried, not onfy for yourself but for others.
You say: Tn my house I can decide my own timetables’. It’s not true, because 
if one works you have to prepare meals at a given time, you have to 
wake up the child in the morning, getting her ready to school, when they 
are little they cry at night, and also having a child is a very big responsibility, 
if he is well or not well Your life changes complete^, and also sleep.
There is the difference between having a famify and being free. It’s a totalfy 
different thing. (Renata, 64)
Sleep resu lts  to be affected by two conceptually distinct aspects of family care-giving: 
first, by the physical aspects or tasks of providing care to a child or to a  frail older person 
during the night, and second, by the worries and anxieties associated with women’s role 
as family care-provider. These will be discussed in detail in chapter 6.
5,4,1 M arriage and  partner^s im pact on sleep
With the transition to cohabitation or m arriage and bed-sharing, womens’ sleep s ta rts  to 
be influenced by the sleeping patte m s and behaviour of the ir partner, and  negotiations 
about sleeping schedules s ta rt to take place. Differences betw een partners in the ir 
preferred sleep timings and sleeping habits can create lim itations to sleep freedom and 
resu lt in disturbance. The transition to a  bed-sharing situation implies first of all a  
compression of space which translates into a  lim itation of freedom and movement. Bed- 
sharing can imply small negotiations and annoyances, a  stric ter control of one’s own 
body, more frequent awakenings, turnings, noises and a  generally decreased  relaxation, 
as referred  to by these interviewees.
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The first times of cohabitation, I had difficulties in falling asleep with a person beside me, because 
for years I had been sleeping on my own.
Int: And why did you have difficulties?
Because I felt a presence, it was a question of habit. I was aware of a presence and I did not have 
the relaxation of before. Then little by little all has gone back to normality. But I had felt this thing. 
The presence of another person in bed affected on me falling asleep. I woke up more easily the first 
times. (Francesca, 40)
Another woman, reœ ntly divorced, gives a  de finition of the m eaning of o therness within 
one’s own space.
It is the other within you, within your space, that otherness that evidentty^  gives some reason of 
disquiet, and I feel it in my sleep, because it’s not that I don’t sleep. But yes, the sleep is less 
tranquil, maybe I wake up more. Those awakenings, I was telling you about, are repeated, or 
maybe just that the fact that I have to turn and re-tum on one side and on the other, it’s 
manifestations of this kind, in fact. As your body was sending you a message. (Beatrice, 52)
The most relevant reported sleep stressor among partners, which intensifies w ith age, is 
snoring. This is found to be a potential elem ent of conflict w ithin couples, leading 
som etim es to tem porary or perm anent relocations.
There are periods where we snore. Actually snoring has led to big quarrels. Because one says 
“Enough, I go and sleep out there.” I say it’s him, he says it’s me. Actualfy it’s both of us. And I 
often go to the single bed, now that (daughter) is not there, before maybe on the sofa. You get so 
nervous that... you don’t fall asleep. (Renata, 64)
Relocation to sleeping in another bedroom depends on accommodation possibilities. 
W hen there  is the availability of a  spare room and there  are additional reasons for sleep  
incompatibility, relocation can become perm anent. In all circum stances, women felt the 
need  to justify  relocation, like th is couple, who decided on th is solution because of 
having opposite circadian rhythm s, diverging sleep habits and, in addition, snoring.
I like to go in bed early. He, on the contrary. He’s up all night and sleeps in the morning, now that 
he is old. (...) Then I sleep better with the light on. I like the light. Instead he likes the dark. He 
hates to hear the least noise, I instead like the TV on. We are opposite. (...) We are in separate 
rooms. We thought, I mean, why should we disturb each other? We also snore, both of us. All 
these things that... and given the fact that each of us can have a room and we are given this 
possibility, we are serene. We lead a serene life, we respect each other and love each other anyway, 
even if we do not sleep together. It’s about ten years now. (Mariangela, 69)
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The different sleep patterns and habits encountered w hen sleeping w ith a partner can be 
a  source of annoyance over time. Snoring is quoted as the m ain source of sleep 
disturbance in couples, som etim es leading to temporary or perm anent relocation to 
different rooms. If marriage can cause modifications to sleep, it is not generally quoted as 
a  major source of sleep de privation in itself. As we will see in the following section the 
major reason is, in  fact, the introduction of caring and dom estic work.
5,4 .2  T ransition  fro m  single to  m arried  w ith  caring respon sib ilities
Although m arriage and partnership  constitute the first stage of ‘negotiated’ sleep 
(Meadows, 2005; Meadows etol., 2009), the boundary betw een qualitatively different 
sleep phases comes a t the point where caring tasks are undertaken , which generally 
s ta rts  with motherhood. The sleep of caring women starts then  to be affected by tending 
a t night and is therefore directly influenced by other family m em bers’ sleeping patterns. 
The contrast betw een sleep as a  single person and sleep as a  new m other w ith caring 
roles is well portrayed by the account of the following respondent. Her sleep, prior to 
getting married and childbearing, was adversely affected by worries associated w ith he r 
stressful occupation, and by h er anxieties about still being a single woman in h e r late 
th irties, where the cultural norm in the society around her was one of m arriage and 
childbearing. Sleep a t th is time was troubled by ‘in terior’ factors, such as w orries about 
the instability of h e r condition, whereas after childbirth h e r nights were more likely to be 
physically disrupted by ‘external objective factor, nam ely by responding to the needs of 
h e r baby.
The child is my great divide. There is a before the child and an after the
child. This is, let’s say, the frame. Before I used to read before sleeping, it
helped me relax. Now, because I am more tired, it is rare that I can read anything. Before I often
had a restless sleep because of work. I used to wake up at 3,4 in the night. So the night sleep was
not continuous. Now after the first few months, when I breastfed, now the child sleeps all night
and, unless she wakes me up by crying, I sleep deeply all night through until seven. So there are
not phases of awakening connected to work-related worries or personal distress. (...)
Sleeping on your own, from an objective point of view, is ideal But then 
(before marriage) I had awakenings where I thought about my condition,
my life, as a single woman, where I thought about my work and sentimental situation. Now I have 
fewer awakenings related to interior disquiet, but instead caused by external objective factors 
(children). Let’s say in general that sleep quality has improved because now I am able to sleep all 
through the night. I do not have emotional distress, so I don’t have these awakenings that happened 
before, which previously adverse^ affected my sleep.
94
But one thing I want to add is this: I constantly try to recuperate sleep, but can’t, and the incapacity 
of getting sleep is in itself for me a source of stress. (...) I have an obsession for sleep. When a 
child is bom your sleep is overturned and so just in that moment you understand what sleep was, 
and sleep starts to become the centre of your existence. I mean, I am obsessed by sleep, by being 
able to sleep and recuperate, because, otherwise, the not sleeping well determine the hardest days. 
Int: Hardest in what way?
In a physical way. Physical and also psychological because I noticed that when I don’t rest well I 
am emotional!/ more fragile, other than physically. So when you have a very fragmented sleep 
because of a child your sleep acquires a meaning out of proportion. Something that used to be 
marginal ‘Ok, I go to bed, I  sleep and goodnight’hQcomQS something vital (Francesca, 40)
Francesca’s narrative synthetizes the differences in the quality of sleep betw een single 
and m arried women with children, which will be discussed more fully in  the next section. 
The Visibility’ of sleep loss is generally a sse ssed  through dim inished daytime 
performance, physical fatigue and emotional s tress. Sleep disturbance is also 
characterized by consciousness, where sleep passes from being unconscious and 
restorative to visible and needed.
The undertaking of caring roles as a  cause of a  major change in sleep patterns is quoted 
in virtually all narratives. The role of care in shaping women’s sleep can already be found 
in UK sociology of sleep studies, as well as clinical studies on the effects of intensive and  
long term  care giving (chapter 2). It should be noted th a t the pervasiveness of the 
experience of care work across a  m arried woman’s life, and its em beddedness in  the 
concept of motherhood, is typical of Mediterranean cultures and welfare system s, w here 
informal care is normative to women. Further discussion on the e^qjerience of sleep as a  
carer and the specific ways in which care giving shapes and  defines sleep pa tterns in 
women is covered in chapter 6. Chapters 7-9 will elaborate on the intensive n ess  of 
care giving in Italy and its social causes. The next section will compare and contrast 
features of the m ain disruptive factors re la ted  to the pre and  post-m arital sleep phase 
among single, separated  and divorced women.
5.5 Sleep disruption in unmarried women
Responding to the needs of children and relatives, as well as worries re la ted  to th is, are 
the m ain reasons for disruption in sleep in m arried  people; factors re la ted  to economic 
and emotional instability as well as, as we will see later, isolation and  feelings of unsafely  
characterize the sleep of unm arried women. Unmarried women, whether single, divorced
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or widowed, shared common elements of sleep disruption, with a few particular elements 
peculiar to the ir own sta tu s  which we will illustrate.
The sleep experienced by a  single person was recognized by most women in the sample 
as most likely to be undisturbed and continuous. Nevertheless, there  were sources of 
distress and sleep disturbance th a t were less relevant in women living as part of a  couple 
or in family contexts, that, tended to reappear, and  intensify, among separated  and 
widowed women. The m ain stress factors here related to work situations, loneliness, lack 
of safety a t night, and the unsettling  circum stance of living on one’s own. The strong 
family-oriented culture surrounding Italian women contributed to intensifying feelings of 
isolation and uneasiness. To give an  example, the feeling of being unprotected and 
isolated a t night em erges in the interview of th is single woman living alone.
I never had long experiences of cohabitation. Of course when you sleep on your own you have the 
bed all on your own, you can wake up whenever you want, if you do or don’t make noise, who 
cares? Certainly if you don’t feel well or you are a bit uneasy, you don’t have a person to involve 
in your problem. Because if this night, say, I have had a partner probably he would have noticed 
that I got up, that I went to the kitchen, that I turned on the light, that I have done things, I mean. 
(Annamaria, 41, single)
Unmarried women were generally susceptible to feelings of loneliness, vulnerability, and 
of being unsafe ; also financial and practical worries, which resulted in sleep alterations, 
such as night-time awakenings, delayed sleep onset and  insomnia. The next sections will 
analyze the m ain common factors disrupting the sleep of unm arried  women.
5.5.1 The sense o f  being unsafe a t  night
Insecurity and the fear of being alone a t night impact on the sleep of women living alone, 
provoking increased  sensitivity to noise. A woman’s sense  of being unsafe is strictly  
re la ted  to her type and a rea  of residence, and the location and sense of community 
w ithin the neighbourhood. If the house is isolated, or if she has no relationship  w ith he r 
neighbours, fear and sleeplessness are likely to increase. A good netw ork of social 
relationships in the surrounding a rea  improves a  woman’s feeling of fam iliarity and 
decreases h er feelings of isolation and fear, conveying the idea of being ‘part of a  context’. 
Feelings of being unsafe are common to all women living alone, including single women:
When I moved house and changed environment, the first times I used to lock the front door and the 
corridor door, this one with the glass door. It gave me the idea, I don’t know. You know, probably 
you have first to understand who is living outside. Then it passed.. .Then now in the building we all 
know each other. We are all more or less on good terms, more or less friends.
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Int: So knowing the people who surround you is fundamental?
It helps your tranquillity, sure. Surely it he%)s you to better manage also tranquillity. In the end, 
look, noise to some extent can be annoying, but it makes you feel less alone (...). A minimum of 
people going up and down the stairs, turning on water, walking above your head, gives you the 
feeling that you are part of a context. Sometimes it is reassuring, not always annoying.
(Annamaria, 41, single)
So the sense of belonging to the neighbourhood has a  deep impact on wom en’s 
perception of safety at night. A sense of estrangem ent, and consequently of not being 
safe, can arise when strangers move into the immediate surroundings. After the increase 
of imm igrant residen ts from North Africa and E astern  Europe in h e r birth village, the 
following woman reported feeling intense fear a t night. It should be noted th a t episodes 
of minor crime, like thefts and breaking and entering, operated by foreign im m igrants in 
the study a rea  had recently affected elderly people living alone, since they  were easie r 
and more vulnerable targets.
Int: How do you sleep at night?
Recent^ I am scared to death.
Int: To be on your own?
I am not really alone, I am afraid that... I mean I live in a courtyard I have here my cousin, upstairs 
another cousin, all the neighbours in the courtyard, but since all these foreign immigrants are 
around... I am scared to death! A kind of fear... I don’t know, that I didn’t use to have before. (Iris, 
75, single)
Techniques employed by women to reduce the sense of insecurity  and fear included 
double-checking locks, settingup alarm s, arranging informal neighbourhood watch, and  
promoting more protected household conditions. Safety is sometimes created by trying to 
‘refill the house’. Widowed women som etim es hosted lodgers, or took in  dogs, both for 
company and for a  sense of security  a t night. They reported th a t these  techniques have 
had  beneficial effects on the ir sleep.
Int: How do you feel about living with tenants?
Well, if I am at home alone I feel more tranquil, to tell you the truth, and anyway living on two 
different floors they (the lodgers) do not create any problem. I feel safer, that’s it. For example 
sometimes it happens that I have tachycardia at night. So when this happens, I know there is 
somebody in the house if I need anything. Instead if it happens that I am alone, I panic, I am seized
97
by panic, yes. Because then I think there is nobody-that canhe^ me. (Chiara 55, widow)
Current^ I have a Romanian boy as a guest that anyway is not always at home. When he is in it 
makes a difference, in the sense that having a person close can give a sense of security, whereas I 
generally live on my own. The presence or absence of people in your life can relate to your sleep 
and change it. And this is a thing that sometimes I ask myself: “Do I sleep better or worse if there 
is somebody else in the house?” In a way the challenge of trying to sleep without anybody else in 
the house intrigues me. But on the other hand, I realize that at the moment when people were not 
there anymore (after separation and after children left the house), I filled up the house with dogs, 
that were anyway a presence. Hence it means that there is a latent fear of being on your own, 
moreover in the countryside, at night. (Daniela, 59, divorced and widow)
The sense of lack of safety, typical of women living alone, e ith e r  single, separated  or 
widowed, is related to the geographical position of the house (country or city) and  can be 
m oderated by the presence of a  perceived safe netw ork of neighbours, or handled 
through minimizing techniques such as pets or hosting tenan ts . This worry did not 
emerge in m arried women, who, on the other hand, as discussed, have a range of specific 
sleep disrupting worries mainly rela ted  to family.
5 .5 .2  Work, money and  sleep
W ork-related problems were quoted more frequently by single women, th an  m arried  
women, as a  source of disquiet. While routine jobs seemingly do not cause significant 
sleep difficulties, other demanding tasks are more likely to cause disruption. Annam aria, 
working as a  m anager in a non-profit organization, experienced a recurren t disruption a t 
3 am, substan tia ted  by w ritten  diary accounts.
Stress factors, sometimes recurrent thoughts, intensify my awakening around three (...) The work 
aspect impacts a lot. Surety, to some extent, it is the most disturbing thing when I have moments of 
tension. (...) it is a very conscious sleep. In fact, it often happens that I wake up with solutions to 
problems that maybe I had the day before, because evidently during the night I grind. (Annamaria, 
41, single)
Among divorced and widowed women, financial concerns em erged more sharply. The 
transition  to a  post-marriage sta tu s following divorce or widowhood implies the 
rearrangem ent of life assets and schedules. Restriction of sleep tim es may be the resu lt 
of increased working hours in order to cover the higher expenses of living alone, g rea ter 
household workload and the need  to coordinate with other relatives for childcare.
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When the child was little I used to work 4 hours a day. But since the last 2 years I work 8 because, 
basically, I have separated and need to support myself. Initialty my sister kept the child, then she 
went to the nursery, because I was sorry with burdening my sister. (Marina, 43, separated)
Financial necessities can enforce an  increase in working hours. This, together with 
greater practical household m anagement responsibilities, and worries, can reduce time 
spent asleep. In the case of widowed or divorced elderly women, it can m ean re -entering  
a  labour m arket th a t is not friendly towards older employees, consequently accepting 
low-income work or tiring jobs.
On the contrary, women living alone who do not have economic worries, do not 
experience sleep restriction due to extra work and family comm itm ents. They do 
however, report another type of sleep pattern , linked to the ir irregu lar daily schedules. 
Having fewer housekeeping obligations coming from partners, they tended  to dedicate 
less time to cooking, to ea t later, or carry out housework in the evening etc. displaying 
sleep patterns th a t differ from m arried women in  th a t they were not s truc tu red  by rigid 
family schedules.
Once I went to sleep at 11, nowit’s 12.30, 1.00 (...)
Int: When did you start going to bed later?
Basicalty after I separated, because my timings have delayed. I take more time in doing things., 
maybe I slowed down my rhythms and I am able to eat at 10.30 in the night, so I can’t go to bed after 
half an hour, I have to wait a bit. Or I start cleaning the bathroom at midnight. (Patrizia, 43, 
separated)
In summary, single women living alone generally have a  less regular w ork-sleep 
schedule. Sleeping schedules became more restricted by time constraints due to work or 
were more irregular because of the loosening of daily schedules not m arked by m eal 
tim es or ch ild /partner activities. When unm arried women have children  or o ther family 
commitments, through financial necessity they often extend working hours or reschedule 
domestic work and m eals. S tress and overburden coming from work and  financial 
worries are the m ain reason for sleep disruption re la ted  to work.
5.5 .3  S epara ted  women: sense o f  abandonm ent and socia l xnilnerability
A condition th a t is specific to separated and divorced women, as opposed to those who 
are widowed, is the sense of abandonm ent and failure after the end of a  relationship. 
These feelings are intensified in Italy by the dom inant Catholic and M editerranean family
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culture, where negative stereotypes about divorce and separation persist, leading to 
feelings of guilt, inferiority and discomfort.
In some cases, greater restlessness a t night and poor sleep is reported in the term inal 
phase of marriage as a  re suit of the bad relationship and quarrels w ith the ir partner. At 
th is stage, interviewees report uneasiness in sharing a bed, annoyance from the presence 
of their partner, and  waiting to go to bed until their partner was asleep.
The onty changes in sleep I’ve ever had are connected to two affective events. One was marriage, 
in the sense that in the terminal phase of my marriage, when I was deciding about a divorce, I slept 
less because I could not tolerate the person who was with me in the bed. And consequent^ his 
presence caused so much discomfort, that I slept badly, because I just couldn’t stand him. (...) A 
psychological discomfort that turned into a physical discomfort, because not loving him anymore, 
not suffering him anymore, this vexation towards him had transformed into a vexation that 
exploded ... in bed, that’s it. The second time this has happened to me was with another “love”. In 
the last phase of our relationshç, and look, I have, progressive^, always more, until I left him, 
developed a skin itchiness, for which, if he just got closer to me with his body, I felt itchy. (...) 
Then once the person got out of my emotional life, and of my bed, I restarted to sleep as before. 
(Beatrice, 52, divorced)
In the case of Beatrice, separation was a  choice and h er sleep was partially re stored after 
separation:
There are no causes of anxiety for me, in being on my own. I guess if you are abandoned, because 
actually this has never happened to me to tell the truth, you could suffer with loneliness, of the 
privation of not having anyone close during sleep. No, when I stay on my own. I’m well on my 
own. (Beatrice, 52, divorced!
Naturally, feelings of loneliness, abandonm ent and isolation were h igher in w om en who 
had been left by the ir partners. These women had to cope with the sense of isolation, 
abandonm ent and the re la ted  sleep loss, as in the case of Marina:
I have slept very well for 7 months, after I separated. I went to sleep at my mother’s and there I 
reached tranquillity. (...) A real clean sleep. I was tranquil, I even gained weight.
Int: So would you say one sleeps better with or without the partner?
Well, I sleep anyway better with someone. When I separated I slept with my daughter, I looked for 
my daughter. I sought out presence that stayed close to me. Instead alone, if you wake up in the 
night you feellonety, abandoned. (Marina, 43, separated)
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While widowed women generally were strongly supported by the surrounding community, 
separated women still felt liable to receive social disapproval. A g reater social 
vulnerability was experienced by th is cate gory of women. A sense of guilt and  sensitivity 
to social contempt is also reported as a  source of anxiety which disturbed th e ir sleep.
When I separated I could not sleep at all, for the sense of guilt. Then I said “Ok, I send everything 
to hell” and there I started a bit to take back my life, but it was hard to recuperate, because after 
many years of sleepless nights it is difficult to get to sleep well at night. I have started a personal 
growth journey when I started volunteering: I worked for 5 years in (volunteer centre) in {town). 
(...) There I started again to take back my life and sleep started to come back and for the last 3,4 
years I sleep, finally. (Rita, 46, separated)
The experiences of separated and divorced women show tha t cu ltural factors such as 
society censure or hostility can contribute to night time worries and resu lt in actual sleep 
disturbance as well as more physical factors. The impact of larger cu ltural aspects m ust 
be taken into account w hen studying women’s health  and sleep.
5.5 .4  Widows: traum a, insom nia, and  bereavem ent
The sample included nine widowed women: seven out of nine reported moderate to severe 
sleep disorders, as a  consequence of their pa rtne r’s death. Five widows in the sample 
reported long periods of insom nia and depression. Bereavem ent surfaced in  the 
interviews as a  major source of sleep disturbance and insomnia. The d ea th  of the ir 
spouse re suited in suffering and the derived sense of loss, together w ith fear of ageing 
alone, household rearrangem ent and financial worries led to sleepless nights and  long­
term  consequences for the ir emotional sta te  and sleep.
For me a change in bed timing occured after my (husband) has died. Because we used to go to bed 
more or less at 12.00, 11.30, more or less that time. After, instead, there was a period where I 
couldn’t go to bed, I couldn’t face the bed. So it happened that I went to bed even at 3. I kept on 
wandering around because I could not go to bed. And then, after some time I was able to get to half 
past one, say. But now rarety I go to sleep earlier. (Chiara,55, widow)
The natu re  of how the spouse died impacted in different ways on wom en’s sleep. 
Associated with a  sudden death, there were often heavy episodes of insom nia and 
delayed sleep onset, th a t could protract for years after their husband’s death.
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Int: And when you wake up, do you feel rested?
Rested, yes... well I take a pill to sleep, since my husband died, before I didn’t. I have had a 
regular sleep, a 7-8 hours sleep, until I had the baby: when she was bom like for many other 
mums... you know. Than naturally I regained ... well no I didn’t regain. I used to have a deeper 
sleep, as a girl Since my husband died I wasn’t able to sleep anymore. Besides, my husband died 
of a heart attack, I found him dead in the bed, so it was a moment of great difficulty and there I 
tried, I even went to the neurologist. Try and retry, but well I didn’t sleep. I had to go to school 
(she was a teacher) and woke up too tired. I started to take a pill, that has been always the same: I 
have never changed it, maybe now it is just the placebo effect because my husband died 20 years 
ago and it’s 20 years I take the pill Maybe I would be able to sleep without, but I don’t even try. 
(Flavia, 69, widow)
Insomnia, depression and anxiety often ended with the consumption of sleeping pills, or 
medication to reduce anxiety and depression.
I never sleep tranquil, because I suffer from depression. I have countless pills. I suffer from 
depression since my husband died, consequent^ I sleep very little. (...) I was widowed at 21, war 
widow. I married in 1939. In 1940 my husband has been called to war, I was pregnant and he 
didn’t even see the child. (...) I have never seen my husband again. (Iris, 89, widow)
Experiences of widows are very specific in the scenario of sleep deprivation. In addition to 
sleep disturbances related to ageing, and worries re la ted  to the fact of being alone, it is 
necessary  to add the traum atic  effects of partner death  and the impact on the 
redefinition of the ir life patterns, in an  age where loneliness can be worrisome.
Financial and practical issues and the necessity to re -en te r the labour m arket m ay also 
intervene. The following woman, widowed a t 50, had  to go back to work to support h e r 
family. She was formerly an  administrative worker, but she could only find a  job as a 
night time carer for elderly people. This has had  an  enduring effect on h e r sleep patterns.
I take the Tavor (sleepingpill/anxiety reducer), every night.
Int: To sleep?
Yes, every night. Because I have worked... I used to work as a night time private carer for elderty 
people. When my husband died, I started doing that job. I was already 50, but it quite ruined my 
sleep patterns. So in the last years I take regularty one pill, to make sure I can sleep once in bed. (...) 
Int: How long did you work as a carer?
23, 24 years. It upsets your timings, it upsets your life, your habits.
Int: How would you say your sleep has changed across your life?
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When my husband was alive I used to sleep more: I was more serene, more tranquil Then I have had 
to work a lot, so I became more nervous, a lot of bustle. So also sleep has had its difficulties.
Specialty with elderty assistance: you just break the day-night cycle.
Int: Why did you choose this job?
Because there was nothing eke. I was 50. My husband died at 63 and I was 50. What do I do? 
Nobody wants you anymore at 50 (laugh). So some friends of mine told me: “If you want, there is an 
elderty lady to care for”. So I began. Then I liked it and I continued all these years. I worked day 
and night, a very intense life. Then I would cook, you know some are more ill, they are elderty. I 
stopped last year, when she died, and then I didn’t find anything eke, because now there are all the 
‘badanti’, so I stopped.
(Milena, 73, widow)
De ath  and be re avement profoundly affe ct sleep patte rns as m uch as they  de te rm ine life. 
Similar implications are reported by caregivers who tend  for an  elderly relative or provide 
end of life care (chapter 7). As discussed in chapter 7, w hen a  death  follows a  more 
intensive period of care giving the consequences for sleep are more severe, especially 
w hen coping with a degenerative illness, which puts a t high s tra in  on the c a re r’s 
psychological resources.
5.6 Conclusion
This chapter has examined women’s understandings of sleep and illustrated how sleep is 
intrinsically connected with a  woman’s m arital sta tus, living arrangem ents, and  caring 
roles. Providing care to other family m embers shapes the s truc tu re , continuity and 
extent of sleep. Women’s basic assum ption of w hat rep resen ts a  good night’s sleep is a  
night of unfragmented, deep sleep. This understanding changes with the transition  from 
the sta tu s of a single woman with no caring responsibilities, to the s ta tu s  of a  m arried  
woman with caring responsibilities.
The examination of women’s experiences and biographies highlights how definite sleep 
alterations can occur in connection with changes in m arital s ta tu s  and  living 
circum stances, and how emotional factors are connected to these. Major sleep 
transform ations are to be found in the transitions from single to m arried  w ith caring 
roles, from m arried to living alone and following divorce or widowhood.
The transition from being single to being a m arried  person and a carer sees a  wom an’s 
sleep patterns being influenced by those of h e r family members, such  as h e r p a rtn e r’s
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sleeping habits (sleep schedules, snoring, bed-sharing behaviour). Sleep quality for a  
carer is characterized by discontinuity and fragmentation. Sleep tends to become lighter 
and more susceptible to disturbance versus the more continuous, stable sleep 
experienced as a  single woman. On the other hand, the transition from being m arried  to 
living alone (separation, divorce, widowhood) shows women as being subject to feelings of 
loneliness, vulnerability, insecurity, and financial instability, which resu lt in sleep 
alterations, such as night-tim e awakening, delayed sleep onset and  insomnia.
In divorced and separated women, sleep disturbance is re la ted  to g rea ter psychological 
vulnerability, reduced social support and financial instability. Trauma, bereavem ent, 
loneliness and ageing concerns are referred to by widows as the m ain causes of insom nia 
and delayed sleep onset. In conclusion, these  findings show how, for Italian women, 
sleep deprivation varies according to women’s family structu re , social, cu ltural and 
economic resources.
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Chapter 6  
The careg iver’s  sleep
6.1 Introduction
The last chapter showed the variations of sleep across life course transitions, according 
to m arital s ta tu s  and living arrangem ents, identifying the role of care giving as a  turn ing  
point in the majority of women’s experiences of sleep. This chapter will look in more 
detail a t the specific characteristics of sleep w hen connected to caring. The data  
presented in  th is chapter will illustrate how, in the Italian informal care system , sleep is 
related to the coordination and m anagem ent of interge ne rational care work among the 
family network.
Sleep quality and duration are associated with the labour of care for the m ajority of 
midlife and older Italian women. Being by its na tu re  a  labour of love, care giving is 
regarded as a  rewarding activity, especially w hen it rep resen ts  a  reciprocal exchange of 
help and affection in a balanced and na tu ra l way. On the other hand, w hen care giving 
becomes excessively one-sided, unsupported and prolonged, caring can tu rn  into an 
overwhelmingly stressful commitment, which constrains the self, an d  impacts deeply on 
the carer’s sleep. Caring tasks and worries about family mem bers shape sleep and  tend  
to disrupt the night in proportion to the natu re  and in tensity  of wom en’s care work for 
children, partners and elderly relatives.
This chapter aims to clarify:
■ What are the characteristics of the sleep of women who are carers
■ How caregiving affects sleep, in particular: the physical and emotional impact on 
sleep, qualitative differences in caring for different family mem bers and forms of care 
th a t resu lt in more disruptive sleep patterns.
6.2 Basic features of the caregiver’s sleep
Through care provision to other family members, sleep may no longer be associated with 
a personal space for relaxation, and instead  becomes a  shared  dim ension w here the
105
needs of the care receiver (both physical and emotional) become central. For most 
women, caring is a  life-long experience, combining practical and  emotional activity.
Int How does sleep change when the famity grows?
It changes a lot because before sleep used to be like a closed world, 
including just yourself. Later, as your family grows, it becomes something 
different: even if you wanted to close down, there’s nothing you can do, 
there’s a window open onto the lives of the others. (...)
Sleep no longer gives me that relaxation, that total closure of years gone by.
Now it’s a very different thing, it’s more physical I don’t feel it’s my own 
To me it has always been important, because it was a world just for myself, 
with my own thoughts. Now you think about the others, it’s not your 
space anymore. (Maria, 64)
Fragmentation, a lertness, hyperarousal with lack of sleep continuity and lack of sleep 
efficiency are the m ain characteristics th a t carers attribute to the ir sleep while 
undertaking caring role s. Sleep poverty in conjunction with dim inished sleep depth and 
efficiency have adverse consequences on wellbeing and engender defective daytime 
performance and tiredness, along with collateral s tress-re la ted  physical and  emotional 
disturbances. Chapter 5 has illu stra ted  how sleep is transform ed after the birth of a 
child and how with the onset of caring roles sleep deprivation im pacts on physical 
health , in term s of fatigue, and on psychological well being in term s of s tra in  and 
emotional fragility.
Perceived fatigue and sleep deprivation are common denom inators in  care giving 
narratives. Awareness of sleep is one of the indicators of the transition  from healthy  to 
poor sleep, as it passes from a natural, unconscious activity to a  problem affecting mood 
and wellbeing. As confirmed by medical resea rch  (section 2.4) it is fragm entation more 
th an  general sleep restriction th a t resu lts  in diminishing sleep quality for caregivers. 
Moreover, chapter 7 will show th a t if constant interruptions are repeated over tim e and  if 
they are associated with more intensive forms of care giving, they  can crystallise into 
disorders such as constant a lertness, light sleep or insom nia, and  can range from 
m oderate to severe and long lasting. It is relevant to em phasise th a t m ost of our 
respondents reported experiencing sleep poverty and disturbances from the onset of 
care giving, having had  a  regular and non-pathological sleep before caring commenced. In 
the case of m others and those involved in lighter and more tem porary care giving, sleep 
deprivation ceased with the end of the caring period, but in more severe forms of
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care giving it tended to persist over time, engendering problematic sleep and wellbeing 
issues. As most of these problems are generally trea ted  pharmacologically, it appears 
th a t the social context of sleep as well as caring responsibilities, have to be taken  into 
account w hen assessing  and tackling sleep disorders.
6.3 Impact of caregiving on sleep: a proposed typology
Different dimensions of caregiving can impact on sleep. This section will illustrate  the 
ways in which care can affect sleep, referring to the au thor’s previous analysis first 
published in B ianchera and Arher (2007), which identified a  typology of how caregiving 
influences sleep.
6.3.1 Direct care fo r  p h ysica l needs
The impact of caregiving on sleep can happen both a t a  direct and indirect level. The first 
and most evident impact of caregiving on sleep re la tes to direct care and  physical 
tending. When assisting children and elderly relatives, or other family m em bers, sleep 
m aybe disturbed by undertaking physical tasks related to providing concrete assistance 
during the night. These can include child feeding, giving m edicines, adm inistering 
drinks, helping physically-impaired and disabled patients to tu rn  over in bed, to assis t 
with going to the toilet, changing clothes and sheets, etc. Caregivers may be often called 
in the middle of the night to perform these  activities, by the cry of a  child or by the 
request for help by an  elderly relative.
One difference (with sleep before marriage) is that I wake up for any noise, even at the hours where 
sleep should be deep, I hear anything they do and say and when they cry (the sons). I hear it at once.
Int: Does it happen every night?
When they were little yes, so consider that I basically lost one year of sleep with the first child and 
then, subsequentty, one more year with the second. Because what happened was that once I woke 
and went and tended them it would take a long time for me to fall asleep again. I would wake up 
completely. There are mothers instead that go back to bed and... instead it would take to me even one 
hour. Because then it obvious: you wake up, you have to be alert and responsive, you cannot just 
sleep walk. So once reactivated it would take me a long time to calm down and get into the sleeping 
mode again. (Veronica, 43)
The impact on sleep of providing direct care depends firstly on the frequency of the 
awakenings caused by the needs of the care-receiver, and secondly on the c a re r’s ability 
to fall asleep again rapidly:
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I am one that if I have to be ‘on a wake’, I just do it and don’t get sleepy (the day after). It’s not that 
I am dead tired because I couldn’t rest: the next day I go. Maybe it’s my hypertension that makes me 
be like this, I don’t know, in the morning I start with a lot of energy. (Lida, 66)
Elderly care for physically and m entally impaired relatives is reported to be the most 
disruptive. Not only is the physical care required generally more dem anding and tiring, 
but (as will be illustra ted  in Chapter 7) assistance for relatives with degenerative 
conditions, creates more anxiety and is en trenched  with negative thoughts associated  
with death  and  decay.
The grandpa (father-in-law)... we had such a hard time with the grandpa, poor man, we woke up 
three-four times a night, we needed to wash him, change him, throwing clothes and sheets out... then 
going back to bed. Then maybe again at four in the morning, and I heard him calling, or you had to 
go down again, and change him another time. (Luisa, 67)
Tending to direct needs for dependent elderly people includes toileting, changing clothes 
and sheets, and assisting with mobility and physical work. These activities are generally 
repeated several times in one night and produce hyper-arousals and  sleep fragmentation, 
and are inclined to become a standard  pattern. Caregivers performing th is kind of care 
often report, along with chronic sleep poverty, daytime w eariness and reduced daytime 
functioning effectiveness.
6.3 .2  The ind irect im pact o f  care
The indirect impact of caregiving includes a le rtness and anticipation, as well as the 
emotional component of care. These aspects are less visible and quantifiable but still 
influence sleep and produce disturbance. Alertness, expectancy, anticipation of having to 
provide care, anxieties and worries about family m em bers are all part of the indirect 
effects of care on sleep. The afterm ath  of caregiving en tails w hat has been called ‘the 
legacy of ca re ’(Bianchera and Ar her, 2007; Arber and Venn, 2010) a  burden c rea ted  by 
the combination of guilt, grief and long-term  sleep disorders which the carer may 
experience, not only during caregiving, but also for long periods after the caring has 
ceased. We will now look more closely a t these  aspects of caregiving.
- 6.3.2.1 Feeling *on calV: alertness and anticipation
When undertaking care tasks during the night, sleep can be disrupted not only by 
responding to the need  itself, but also by the anticipation of having to respond. This 
resu lts  in a  habitual light sleep, which takes the place of restorative deep sleep. For 
instance, anticipating calls from frail relatives with debilitating illnesses tends to keep
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women in a  sta te  of alertness. Women reported th a t while caring for a  disabled relative, 
the ir sleep was not deep or restorative, but always alert. The aw areness th a t one can be 
called on or needed at any moment is not conducive to sleep:
I remember when there was my father-in-law or when she (mother-in-law) just got home from the 
hospital, it (sleep) changes, yes, because you sleep, but you sleep always with that anguish... I mean 
you say T rest’, you never say T sleep’. You are aware that you are resting but there is always that 
anxiety that you say ‘now I have to wake up’. And that realty takes away your sleep. You don’t have 
any tranquility. You say ‘I rest, because I am tired. And I wait.’ You are aware you are waiting, and 
in the meanwhile, you rest. (Maria, 63)
For women caring for young children or frail older relatives, sleep may be disrupted 
because they anticipate having to deal with care needs, w hether these  are feeding a  
crying infant or changing the soiled bed of a  frail elderly relative, re suiting in ligh te r’ and 
more ‘a le rt’ sleep. Many women with children got into the habit of light sleep, and  ‘tun ing  
into the cry’of dependents. In addition, a le rtness during the night may continue w hen 
teenage and adult children go out a t night.
The children have changed my sleep considerabty, especialty when they were little, because you 
kind of ‘tune in’. If they just do something, speaker cry, my two sons, I hear it. It’s like a frequency 
- you are tuned in on their cry, on their call I think it’s something related to maternal instinct, 
because it has never happened before. If one of the two has a problem, it is always me that goes; 
(husband) does not hear them. (Veronica, 46)
‘Waiting for the call’is integral to the alertness engendered by continuous care tasks. In 
addition to the core caring tasks, respondents feel th a t they have to be ‘on call’ and  
change their sleeping habits to respond to th is continuous responsibility, for instance by 
moving to sleep in or next to the care receiver’s room and installing ‘bells’ and  sim ilar 
devices. The exact consequences in term s of a le rtness or sleep disturbance depend on 
the intensity  and the natu re  of calls during the night.
Another fact that hetys (caring) very much for the child at night is that even if you know he needs 
you, you can stay calmer, you know that it’s a different thing than for example, when my mother-in- 
law rings the belt That frightens me more, you connect it at once with a grave necessity. Because 
hearing a bell in the night, it’s a thing you can’t imagine! Whereas, the child, you keep an ear open, 
he can cry a bit but... (Maria, 63)
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Bells rung by elderly and disabled relatives were commonly recognised as one of the most 
upsetting night-tim e disruptions. These were far more abrupt and distressing th an  
responding, for instance, to the call of a  child, because of the different implications th a t 
these calls implied to the caregiver.
- 6 .3 .2  2  Emotional labour
Female caring roles include not only ‘to care for’ but also ‘to care about’ the ir family 
m embers (Ungerson, 1983). This emotional labour resu lts  in women having concerns and 
worries about the wellbeing or welfare of their children, irrespective of the ir age, the ir 
partner and the ir parents, which often disturb the ir sleep a t night. These worries are 
connected to the ‘emotional labour’of being em pathetic and supportive about the needs 
of other family m em bers (Mason, 1996). They may be associated with the imm ediate 
health  of a  family member, or take the form of broader concerns about the ir wellbeing, all 
of which can disturb the m other or carer during the night.
In addition to these  immediate concerns about the wellbeing of family members, women’s 
sleep may be disturbed by longer-term  worries linked to caring roles, for example, 
worries about w hether a frail elderly relative will have to en te r a  care home, and  worries 
about the future, including the ir own life lim itations imposed by caregiving. Thus, 
intrusive thoughts about the wellbeing of family m em bers may intervene during the 
night, and interfere with obtaining restorative sleep. These will be evident in the 
caregiver’s experiences presented  in the following sections.
- 6 .3 .2  3  The legacy o f caregiving on sleep
For m any women, the long term  after-effects of caregiving included insom nia, early  
waking, delay in sleep timing, sleep disruption and consumption of sleep me dications, as 
well as adverse consequences for the physical and psychological health  (w eariness, 
depression) of the carer.
Some women reported th a t the habit of light sleep, listening out, and sudden awakening? 
in the night endured  for a  long period of tim e, and  had  a ltered  the ir sleep pa tterns 
beyond the caring period:
She (mother-in-law)usQdtoshcp downstairs. She sufferedgreatty, especially the last year, when 
she was bedridden. Then I used to wake up many times a night, to see if she was fine. And it affects 
you to the point that also after, when the person is gone, you keep on waking, telling yourself ‘My 
God, I forgot to check her, I forgot to give her that medicine’. (Silvana, 69)
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Some women were also haunted  by d istressing images of caring for, and  of the suffering 
of, their relatives, especially during the term inal phases, when the relative suffered some 
indignity, and  was a t the ir most vulnerable. Some also reported emotional consequences 
such as depression and stress-related physiological disturbances. A sense of guilt about 
not having cared  for the ir relative sufficiently sometimes appeared as part of the legacy. 
These issues will be discussed further in the next chapter w hen analysing the long term  
physical and emotional consequences of elderly care.
In conclusion, w hen considering the caregiving impact on sleep, caregiving research  has 
focused extensively on burdens re la ted  to the physical labour of providing care. This 
thesis argues th a t the emotional labour and the im m aterial labour’ (Hochschild, 1983) 
associated w ith caregiving should not be underestim ated; nor should the longer-term  
consequences of caregiving, w hich may impact on women’s sleep and  psychological 
wellbeing for substantial periods after the period of caring has ceased.
6.4  Impact of caregiving at different stages of the life course
The previous section has shown how different aspects of night-time caregiving impact on 
the caregiver; th is section will now consider more specifically how the type and level of 
care a t different stages of the life course can affect sleep. Indeed, different emotions and 
different values are attributed  to the caregiving of little children, to adult children, to 
partners and to dependent elderly relatives. The type of care and emotional support 
required differs, as does the m eaning and perception of the role of the carer.
6.4.1 Caring fo r  children
The first and most common form of care giving among women is childcare. Women report 
th a t childcare is more natu ra l and  gratifying th an  other types of care, such as care for 
elderly relatives, but nevertheless it affects their sleep. Children are a  significant source 
of sleep disruption for m others during pregnancy, breast-feeding and the early years, 
because of a  child’s frequent night awakenings and illnesses. Women identify 
undertaking the role of carer as a  turn ing  point in the way in which they experience their 
sleep. In particular, the birth of a  child generally acts as a  borderline separating two 
distinctive sleeping lives. The sleep of a  m other is less deep and more sensitive to the 
needs of the child; it is influenced by the child’s own sleep patte rns, and the fact th a t the 
m other is ‘tuned in ’ to the child’s cry, as in these examples:
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After the birth of the child, my sleep has become lighter, because evidentty 
I am more tense, and I wake up more than once.
Int: Even if the child does not call you?
Eh, yes, I wake up even if she does not call me. Because I became more anxious,
silly, I recognise it, like when she is ill and I amafi*aid she coughs, then when she feels better you are
still with your ear open. (Maria, 42)
Sleep disruption generally continues for the first few years of a  child’s life, during which 
time some women experience disrupted sleep for long periods. This experience is worse 
for working m others, especially as women in Italy usually have difficulty obtaining part- 
time jobs, so cannot recover sleep during the day.
I had a daughter who did not sleep at night, and for six years I didn’t sleep at night. In the meantime 
the second was bom, when the girl was five, she slept even less, and I had another 2 years without 
sleeping.
Int: How long did you sleep per night?
A couple of hours, when I was lucky four, but never longer. And I went to work in the morning. It 
was hard. (Rita, 56)
The Italian work-life balance, due to the limited availability of part-tim e jobs, and  lack of 
access to nurseries, exerts an  extra  pressure on Italian women with children, who often 
have to tu rn  to relatives for help, reinforcing the circle of care exchanges and labour 
w ithin family networks. In some cases, child-rearing in combination with dem anding 
paid work commitments can be problematic. Women who are full-time housewives may 
be able to recover sleepiest a t night during the day. However, working m others reported 
sleep de privation which had  consequences for the ir emotional and physical wellbeing, 
and was related to the difficully of balancing full-time work and  childcare comm itm ents. 
Issues re la ted  to work-life balance will be discussed in detail in Chapter 8.
6.4 .2  Caring fo r  grandch ildren
For many elderly women, caring tasks often include care of grandchildren. Italian 
contemporary m others now use paid forms of childcare (private n u rse ries , paid 
babysitters) more than  in the past. However, th is solution is still relatively unusual, 
because of the lack of childcare service provision, plus its high costs and  the difficulties 
of obtaining good quality childcare from outside the family. This accounts for m any 
women choosing to live close to the ir family of origin (sections 3.6.1 and  3.8.1). Care of
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grandchildren was therefore undertaken by most of the older women in the sample and 
often coincided with the ir own retirem ent.
Some respondents a t th is stage in life found th a t looking after grandchildren could be a 
positive experience, reducing loneliness, and  providing a  way of feeling active and u se fu l. 
Some women live d in  the same house or next door to the ir children and grandchildren, 
and they reported th a t it promoted serenity, reflected in their good sleep quality.
Famity peace is one thing that makes you relax in every sense. The satisfaction that... I feel an 
achieved woman because I have my daughter that lives upstairs with her famity, and if I hear noise, I 
know it’s their children and it’s like I don’t even hear them. If I had somebody else’s famity I would 
surety be already angry. Instead being from the famity I say, “Oh it’s (niece), there it’s (nephew), it’s 
them that play.” It’s a noise that does not bother (...).
With age, since I feel fulfilled with my own famity, with sleep I am better than when I was young. I 
relax more, I am happier, there it is. Because I have my daughter there, my son two steps firom here 
with a five year old child, he brings her to me, the joys of the grandparents, let’s say. (Mariangela, 
70)
On the other hand, caring for grandchildren can involve a  dem anding commitment and  
re strict sleep rhythm s, as carers have to wake up earlier (for instance to get them  ready 
for school) and they  are less able to take naps, because of having to make time to pick 
grandchildren up from school, keep them  entertained, and so on. This occurs a t a  period 
of life where strength and energy levels decrease, illnesses s ta rt to show, and older carers 
wish to enjoy the re s t and relaxation which comes with retirem ent.
I am seldom still I can’t say now I stop at two, relax, read a paper, I put myself to sew, I never do 
that. I don’t even have the time to stitch up the buttons. Because you are busy. Now you see I have 
tidied up a bit. We have to go to school to pick up the children, then there is merenda (*meal in the 
middle of the afternoon, custom for children), they don’t let you rest, you see, the children.
Then you know, a mother is 35 years old, a grandmother is, I am, sixty-seven this year. It is not the 
same thing. Then you see I realised that since they were bom up till now, my body is declining, I 
mean I don’t have any longer that pace, promptness, skillfulness. I did not mind waking up at six in 
the morning until some years ago. Now it is a burden. Therefore physicalty it is heavier, I also have 
some little issues with my health, sometimes you think about it, all that sort of things. (Luisa, 67)
Conversely, retired women without caring responsibilities tended to win back th e ir sleep, 
because of having more relaxed daily rhythm s and fewer social dem ands related to caring 
and working responsibilities. In the cases w here women’s re tirem en t did not coincide
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with needing to undertake caring activities (for a  spouse, for children or for elderly 
relatives), a  redefinition of life schedules was reported. Sleep rhythm s in general 
loosened: women slept longer and took more naps, because of factors such as fewer work 
pressure sa n d  time constraints, an  alleviation of family care duties and a  reduced sense 
of guilt about ‘oversleeping’, resting  and napping.
Now that (daughter) is married, it has completety changed, it’s Justus two (self and husband), it is 
different. For example now I keep on waking at six, I eat, I go around do something, but then go to 
bed again. I don’t sleep, but I stay there and wait. Around half past seven I get up again. That’s it, 
it’s doing what you want, when you are retired at this age. You do what you feel like. (...) For 
example when we go out shopping we do not rush home as before, we take it easy. I do not have to 
get kmch ready for a certain time as before. (Renata, 64)
6.4 ,3  Caring about a d u lt children
Italian economic problems associated with the cost of living and lack of supply of 
perm anent, well-paid jobs m eans th a t m any adult children remain living a t home until a 
late age, often their late 20s and sometimes into their 30s (sections 4.2 and  4.5). This is 
culturally supported by the social ideal in Italy th a t a single child should not move out of 
the ir parental home until m arriage or cohabitation, and th is is generally encouraged 
within the family network. Caring for adult children does not occur so m uch in  the form 
of physical or practical care a t night, but more on an  emotional level. As long as children 
are living under the same roof, women felt th a t their caring responsibility continued and 
anxieties persisted. Predominantly, regardless of the ir age, most of th e  m others 
interviewed worried when their children we re out at night. For these  women, sleep was 
not deep but alert:
When they are little, children influence your sleep because they keep you awake in the night, like 
(daughter), she was such a thing! She used to go around all night, she didn’t sleep. Now that they are 
grown up, I wait until they come home, and consequently I can’t sleep until I hear the noise of the 
car coming in. (...) On Saturday, they rarety come home before three. So I go to bed at half past one, 
and can’t sleep, until I hear the cars. When I don’t hear them, because maybe I am half asleep, I 
suddenfy get up to check in the garage, if the cars are there - maybe around half-four, if I haven’t 
heard them coming back. (Chiara, 56)
The children didn’t give me troubles, until they started to go out. At night I would go to their rooms 
in the dark and see if I could feel their feet in the bed. I did not want to wake up my husband because 
if he noticed they were not in bed he would start to wake up. Then without turning the light on I 
would go and feel if they were there, because maybe I did not hear them coming in. I had one, M.,
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who was very silent, I did not hear him. S., instead, you would hear because he shut the door, did not 
turn on the light, bumped against everything. . . so l  would hear him coming back. (Licia, 65)
Strangety I slept much better when (daughter) was (at University) in Parma. When she was home, in 
the weekend obviously she would go out. Maybe she would come back at three or four, and then we 
couldn’t sleep. It seems stupid because you wonder: How come I sleep when she’s there (at 
University), and I don’t even know if she is in or out. But the fact of not knowing at all., makes you 
sleep calmty. (Maria, 64)
Techniques employed by m others to minimise anxiety and check if adult children were 
home safely varied. They ranged from looking to see if the car was in the garage, 
checking the child’s bed, calling them  on the ir mobile phone, or waiting up un til they 
came home. All the women w ith adult children reported disturbed sleep w hen live-in 
children were out a t night.
6.4 .4  Spouse care
A few women in the sample reported caring for the ir husband. Spouse care can be 
tem porary or longer term , involving physical tending an d /o r emotional support. This 
section presents some examples. The long-term  effects on sleep and psychological 
wellbeing, connected with bereavement, or caring for a  term inally ill older husband will 
be expanded in Chapter 7.
Hospital care during surgery is a  frequent care experience for spouses. As will be 
discussed in Chapter 7, tending family m embers a t night after operations is a  common 
care practice in Italy
Well, I don’t sleep, literalfy. I lean back on the hospital amichair, but I can’t sleep. (...) It happened 
with my husband, when he had been operated for an ulcer, when my (child) was little, he was also 
seriousty ill It is always the same: I don’t close my eyes the entire night. Not that there was anything 
particular to do: I tried, I lay down, impossible. (Luciana, 80)
A peculiar and extrem ely troublesome experience is reported by the following woman, 
m arried to a  m an with a  h eart condition. Following his h ea rt a ttack  a t night, a le rtn ess  
and light sleep became a  prevalent night-tim e experience.
You are kept awake by fear, that one will not feel well, like (husband). For the heart, that doesn’t 
leave you breathing space: You feel bad, you are dead.
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(...) One morning he felt pain in the arms, a friend cardiologist understood at once what it was. As 
soon as they visited him they knew he had obstructed coronaries. Then they kept him waiting for two 
months for the operation (waiting list). Then you slept bad. They would call “Let’s go, no”, they call 
back, “There is no more space” for two months. They destroyed us, psychological .^ (Renata 64)
Care for a  spouse can also m ean emotional support. Licia is often woken up by he r 
husband, asking for comfort and support after a  nervous breakdown:
Before I used to sleep very well: I haven’t had children that got me mad in the night... My husband 
did, because before I had thyroid problems, he had a nervous breakdown that lasted some years, and 
then I started feeling restless and having troubles with my sleep. (Licia, 65)
6 .4 ,5  M ultiple care in  extended fa m ilies
The close correlation betw een women’s sleep quality and care giving is particularly 
evident in Italian extended families, where care-giving is provided for different family 
members. Although Italian families are increasingly changing from the extended to the 
nuclear model, the majority of women interviewed over the age of 60 had  lived for m uch 
of the ir life as part of an  extended family, where care for children, grandchildren, 
grandparents or other relatives was undertaken  and  shared  entirely  w ithin the 
household. Co-residence with other family members m eant th a t different sleep rhythm s 
m ust be coordinated and reconciled by the carer:
The sleep has always been light, I have always heard everything, I preferred 
to go to bed last, otherwise the others woke me up, and I got angry because 
I could no longer sleep. Anyway after a while you can combine with 
everyone, I have had my in-laws at home until they were 95 ... anyway I 
loved them too, it’s always been a well-accepted thing. (Loredana, 80)
Even though many respondents had positive experiences of support and conviviality 
through living w ithin an  extended family care system , women undertaking  household 
m anagem ent, child rearing  and more dem anding elderly 
care giving often experienced problems th a t resu lted  in  sleep disruption:
I worked very little outside the home, but I worked at home. Demanding 
families, big families. I used to have my mother-in-law, father-in-law, 
brother-in-law, who later moved out with his family (...)
When children are little, sleep is very limited. You sleep if they sleep, you 
sleep if they are well Then during the day you have little time for yourself.
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(...) Then the years have passed, my father died, my father-in-law got ilL 
And yet we still didn’t sleep, because he used to wake us up, he escaped, 
shouted.
(...) There has been the death of (brother), the illness of my husband, 
altogether. You sleep, because you have to make up your mind and 
realise that you also have to think about yourself, otherwise you won’t be 
able to struggle with the others’ suffering. But sleep changes, you sleep less.
You wake up all of a sudden, because maybe you know that they don’t feel 
well and they need you. At the very moment they call, you are already 
there ... you don’t sleep deeply.
(...) Now is a period when I sleep, but there are sleepless nights, completely sleepless. I ask myself 
why these nights are so restless. Maybe it is linked to what I suffered in the past, surety. (Luisa, 67)
This account by Luisa, for whom care had been an  ongoing commitment throughout h e r 
life, illustrates how the experience of caring in an  extended family in te rsec ted  w ith he r 
sleep quality, provoking long-term  sleep disturbance especially in connection w ith 
intensive care. Married women with extensive caring tasks often reported insomnia, n i ^ t  
alertness, light sleep, early awakenings and delayed sleep onset because of th e ir caring 
roles. In particular, dependent elderly care involved a  higher cost in term s of 
psychological wellbeing and health  of the carer.
6 .4 .6  Care fo r  dependent e lderly  re la tives
It is during periods of providing assistance to frail elderly and disabled family m em bers 
th a t women tended to experience a  substantial influence on the ir sleep and  wellbeing. 
The natu re  of sleep during periods of long-term  care intensified the discontinuity an d  
fragmentation already present in  other kinds of care. Major sleep altera tions were found 
among women family carers who provided long-term  care for chronically ill relatives, 
especially during terminal illnesses. Alterations included: insom nia, sudden aw akening, 
light sleep, sleep disruption, early waking and delayed sleep onset. Furtherm ore, m any 
women who reported caring for an  elderly relative were multiple carers, providing 
support to many family mem bers throughout their lives, such as children, grandchildren, 
and adult children. Some women assisted  more th an  one elderly relative a t the sam e 
time. Frequently, care experiences for elderly relatives showed sim ilarities w ith the 
following example :
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Yes, I cared for my parents-in-law. Twenty five years my mother-in-law. And so, all the times... you 
sleep, but with the worry of her not feeling well, waking up, calling. That phase when my parents-in­
law were there (at home). My father-in-law, not much, because he was infirm for four years... Eh, 
well... that period there was the hardest. (...) When she died, and then my father-in-law, every now 
and then it seemed to me that actually for a long time I had troubles in sleeping. Then, little by 
little... (Marzia 67)
In th is example and in the experiences of m any other women, the recollection of intensive 
care engendered feelings of commotion and distress. Multiple and  consecutive care for 
elderly relatives had  not only a  lasting impact on sleep but revealed a  deep fracture in 
the lives of m any women, coinciding w ith a  d rastic  reduction in th e ir quality of life.
6.5 Qualitative distinction betw een elderly care and other forms of care
So far th is chapter has shown how the higher emotional burden of care for an  elderly 
relative is associated with the degree of severity of the  illness and its degenerative nature. 
In addition to these factors there  are qualitative differences and  differing values 
associated with caring for elderly people or for other family mem bers. In contrast, 
providing care for children at night can be seen  in a  positive way, even w hen it adversely 
affects women’s sleep, whereas providing care for an  elderly relative is more likely to be 
seen  negatively in term s of sleep disruption. For example,
I have tended my mother at night, who slept in my room, as I remember.
And then I assisted an elderty relative with a temiinal illness for one 
month, my father-in-law who was dying. I can’t really tell you, I can 
just perceive that if I sleep with a newborn child there is a certain effect, 
different fi*om an elderty person. I think that if you sleep close to a newborn 
you feel... when I was tending my daughter, surety sleep quality was 
different, more pure. While sleeping close to an elderty relative can create 
anguish, maybe because you acknowledge that they are doing a journey 
which anticçates yours. (Donata, 59)
Elderly care is characterised as intrinsically different from childcare, w ith varying effects 
on women’s sleep. Moreover, women connected a child’s cry in the night to a  na tu ra l, 
easily manageable need, w hereas a  call from an ill person was seen  as more alarm ing 
and re la ted  to an  immediate, more serious need.
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When you assist an ill person, I think it is a different experience (from caring for children): and very 
hard: this one affects sleep. You are not able to sleep well and quietly. I have assisted her (mother) 
also in the hospital, but when I came home, maybe I would rest one hour and then nothing. Maybe, 
because you have the worry for the ill person, and I couldn’t recover my sleep. But I am generalfy 
not a person with a disturbed sleep. (Clara, 55)
This data  supports other research which assesses the higher emotional impact of elderly 
care and the concept th a t the stra in  of care giving sometimes arises more from the values 
a ttached to care th an  from the act of care giving itself. Indeed, elderly care often involves 
a  progre s sive ly gre ater de pe ndency of the care -re ce ive r , which involve s coming face -to- 
face with ideas of death  and decay on the part of the carer, together w ith the 
performance of ^ unpleasant’physical tasks and the progressive loss of a  relationship with 
the care receiver. As discussed in  Chapter 7, the care giving experience w orsens w hen 
physical im pairm ent is accompanied by m ental im pairm ent and by behavioural 
problems, where the impact on caregivers’ sleep is extreme. Last but not least, caring for 
an  elderly person is rarely  a  free choice, or sought out, and  may therefore be 
accompanied by a  sense of entrapm ent, loss of future goals and hopelessness in  the 
caregiver. Some or all of these factors are a  source of anxiety in  the caregivers. This 
respondent, who performed long-term  care for he r disabled m other for 25 years, 
illustrates how the thought of being responsible for dependent people is, for her, more 
exhausting and m entally straining than  performing actual physical tending tasks.
I don’t mind about doing housework and cooking for my daughter in her lunch break (...) there is no 
problem with that, it is not ‘caring’. I also have a big house and sometimes get he]  ^from a cleaning 
lady, but that is not tiring for me. What tires me out are other things, of a psychological type. Those 
are exhausting. Those are the jobs I do less wikingty because those give me anxiety. What gives me 
anxiety is being responsible for people who are not well Now my mother has been here with me for 
twenty-five years, and when she came she already needed he%) because aches and pains had curved 
her (spine) a lot. (Flavia, 68)
The physical and emotional fatigue and chronic sleep poverty associated with long-term  
degenerative care had high costs for the caregivers as well as for the ir health , emotional 
wellbeing and quality of life.
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6.6  Conclusion
This chapter has focused on the influence of family care giving in defining Italian women’s 
sleep. The sleep of carers is characterised by discontinuity, fragm entation and reduced 
efficacy. Through care provision, sleep may lose the characteristics of a  self-owned, 
personal space for relaxation, and become a shared  dimension where the needs of the 
care receiver (both physical and emotional) become central. Caregiving implies combining 
practical tending and  domestic tasks with emotional demands th a t continue through the 
night and affect sleep quality, continuity and duration. Sleep disruption resu lts  from a 
range of different tasks associated with caring, such as direct attention to the night-tim e 
physical needs of the care receiver; the anticipation of care needs, which resu lts  in 
increased  alertness; emotional labour in the form of worries, thoughts and  anxieties 
indirectly related to the activity of caring; and  the legacy’ of grief, guilt and  loss related to 
care giving which may continue to disrupt sleep for long periods after the caring itself has 
ended.
Sleep problems are most likely to be found in more challenging exam ples of care 
provision, with unsettling and exhausting results. To provide intensive care for very frail 
older relatives can affect negatively women’s sleep, especially w hen th is is associated 
with long-term illnesses. In these cases, increased alertness, insom nia and m oderate to 
severe sleep alterations can be found. Findings identify th a t caring for multiple and 
elderly dependents places a  high physical and emotional burden on Italian women. This 
subject will be analysed more specifically in Chapter 7.
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Chapter 7  
The im pact o f caring for elderly  re la tives on sleep
7.1 Introduction
The following three chapters will analyse the narratives of two cohorts of women: elderly 
women caring for dependent relatives (51-80), and midlife working m others (40-50). This 
chapter concentrates on data  collected from a cohort of 35 women aged 51-80. 
Life course narratives for th is group focused on the impact of caring for elderly relatives 
on sleep. Dependent elderly care resu lts  in the most adverse effects on sleep and puts 
caregivers most a t risk  of fatigue and burnout. Higher levels of sleep disturbance were 
found among older women, m ainly housewives, who provided co-resident intensive 
care giving for elderly or disabled relatives, in particular during long-term , term inal or 
degenerative illnesses. Respondents reported major sleep alterations, which for m any 
lasted  long after the caring had  ceased, as well as consequences for th e ir physical and 
psychological health. Given the relevance of the topic in  the sample, th is chap ter will:
■ give an  overview on the common elderly care practices and arrangem ents in the 
study district;
■ investigate which types of care and levels of dependency make care work more 
distressing and most adversely affect sleep;
■ analyse the most disruptive illnesses and see how these impact on the sleep and 
health  of the caregiver.
7.2 Care practices and arrangements in the study area
7,2.1 The Carer^s pro file
The majority of women over 50 in the sample had  provided tem porary or long term  care 
to elderly relatives, specifically relatives in the ascending line: parents, parents-in-law , 
aun ts or uncles. The ca re rs’ profile differs in rural and urban contexts in term s of 
educational levels, professional s ta tus and incom e. In the ru ral and sem i-rura l contexts, 
respondents interviewed were mainly full-time housewives, had  a  lower level of 
education, and probably less resources to negotiate and to organise complex care 
arrangem ents, and reported more painful and  tiring care activities. Most had  left paid
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work soon after m arriage to engage in full time m ulti-generational care work and 
domestic activities. This cohort of older women, in accordance with previous research  
(sections 2.3; 2.4) experienced greater caregiving fatigue. Most a t risk  of caregiving stra in  
and sleep deprivation were full-time housewives and working-class women of lower 
education, co-re siding with elderly care recipients and living in rural or very traditional 
cultural environm ents with more restrictive norms about gender role divisions and 
women’s obligation to care. As shown in Appendix 7 (Table Al) non urban geographical 
location (in countryside and province village s), lower professional and  educational status, 
and full time housewife roles are correlated w ith the performance of long term  elderly 
care.
A few women in the sample, on the contrary, were able to externalize long term  care by 
hospitalizing the frail elderly relative in a  residential home or hiring a  privately paid 
carer.T hese participants were e ither highly educated (Appendix 7, Table Al: Beatrice; 
Silvia; Mariagrazia; Donata) or had a  higher income (Appendix 7, Table Al: Chiara; 
Marisa; Teresa). They typically had  more resources to afford private care, and  
experienced less community censure about not complying with traditional caregiving 
filial duties.
This suggests how caregiving can amplify social inequalities: in  lower income 
households, or where education levels are low, and in  ru ra l settings w here there  are 
more agrarian  and traditional gender-role ideologies, elderly care is more likely to be 
provided informally and full time by women. In these contexts, co-reside nee or close 
proximity with elderly relatives are the norm and  a  fu rther stressor for c a re rs ’ wellbeing.
7.2.2 Fam ily so lid a r ity  and gender im balances in care load  d is tr ib u tio n
As discussed in Chapter 3, given poor welfare provision and social norm s on family 
values, most of the elderly care undertaken in Italy is carried  out w ithin the household 
by family solidarity networks. Several family members are likely to be involved in  the care 
of a  frail elderly relative, especially w hen the need for assistance become more intensive.
An ‘equal’ sharing of caring tasks and caring responsibilities among siblings was cited in 
some interviews. Strong feelings of sibling solidarity em erged in these  cases, giving an  
image of a  ‘rea l’ family unit.
Unfortunately my husband died 18 years ago (...) an immense suffering. But on that occasion I saw
my children so united, working together, to help each other that I felt, despite all, a sense of serenity.
(Luciana, 80)
122
However, in most cases, the distribution of caring responsibilities betw een m en and 
women rem ained particularly unequal in term s of providing elderly care w hen compared 
with other types of care provision, for instance, looking a fte r children. G ender norms 
generally have an  important influence on the process of caregiving, especially in the 
initial stage of ‘becoming a ca re r’. Overall, gender acts as a  ‘normative framework’ (Da 
Roit and Naldini, 2008), particularly when caring for a n  elderly parent, which m akes it 
more likely th a t a  daughter ra ther th an  a  son expects or is expected to provide care for 
he r father/m other. The same scenario exists where there  is a s is te r and a  brother. In 
addition, gender norms are important in influencing the kind of support expected from 
daughters and from sons.
Several of the women interviewed reported th a t the m en in the family were typically less 
committed to providing emotional and personal care to frail elderly relatives. In addition 
to the burden of care, domestic tasks and  house keeping were also recurren tly  delegated 
to women, aggravating the unpaid labour of women in the household.
When she (mother) came she already needed hety, because pains had curved her very much, and then 
there were my two brothers, who were unaccustomed to help in the household, like all those of their 
age, because my (single) brothers are now 60 and 65, and so they grew up with a mum that prepared 
everything. Logicalty they passed from the mother to the sister (laugh). So even complaining, I have 
done for them what my mother did. So it has been a famity where I realty had to work a lot alone... 
{Flavia, 69)
7.2.3 P roxim ity  and m ultigenerational care
Most of the respondents were co-residing or living very close to the ir old paren ts. As 
previously discussed (section 3.6.1; 3.8.1), proximity is one of the stra teg ies commonly 
employe d in  Italy to cope with care dem ands w hen the self-sufficiency of an  old paren t is 
a t risk. In traditional extended families, elderly relatives reside in the sam e household as 
the children. Spatial proximity is generally planned in advance to facilitate cross- 
generational exchanges of care, including good childcare, and in the expectation th a t 
elderly family members will be cared for in due course. A common practice for elderly 
parents is to contribute financially to the purchase of the ir ch ildren’s houses, which 
implicitly en su res the geographical proximity of children in older age (sections 3.6.1; 
3.6.4).
The new tendencyin currentnuclearfam ilies is to settle  independently, as long as the
care needs allow it, but still very n ear to the parents: in the same building, in nearby
houses, or in the same town. Only a  small num ber of interviewees were living a t more
123
th an  20km from their elderly relatives (2 out of 35 in the cohort of older women; 5 out of 
30 in the midlife women cohort). It should be rem em bered th a t the interview data  are 
from a  North Italian provincial area, where norms about intergene rational family 
exchanges are quite strong. Results m ay differ in me tropolitan are as and vary across the 
national territory as a  whole.
7.2.4 M otives to  p rovide  inform al care
As described in Chapter 3, intensive care performed within a  framework of family 
solidarity is in the most part a  resu lt of the lack of effective welfare resources in Italy. 
Nevertheless respondents report the hioral dimension’ of m utuality and gratitude (Finch 
and Mason, 1993; Finch, 1989) w hen becoming the m ain care -givers. A motivation to 
care, family obligations and responsibilities. Catholic values of duty and respect for 
elderly people, and, most importantly, reciprocity for having been cared for as children 
and supported before m arriage, are among the m ain sta ted  motivations in  caring for 
older parents a t home.
In addition, social expectations play a  key role in shaping a ttitudes towards who should 
provide care for infirm older people. As discussed earlier, caring for relatives w ithin the 
family is generally expected in Italy, in  particular from daughters and  wives, and  it is 
universally agreed th a t an  elderly person feels better staying a t home th an  in  a  re s t 
home. There is a  significant stigma about children who ‘put’ the ir parents into a  care 
home; th is is usually seen  as abandonm ent by the care receiver, by friends and  family 
members. It is significant th a t care homes referred  to by the interviewee quoted below, 
are given the pejorative term  ‘ricovero’, which differs from ‘casa  di riposo’ (resthom e) and 
is probably closer to the concept of an  ‘infirmary’. Worries and sense of guilt about 
institutionalized elderly relatives surface in the narratives of women as upsetting  the 
sleep a t night. The negative feelings towards people who decide to outsource care appear 
in the account of the woman quoted below, who comments on the decision taken  by h er 
sister-in-law  to move h er disabled m other-in-law in a  re s t home:
She (the elderty aunt) fell and broke her thigh-bone. She was Hving with the brother of the woman 
you saw here before. The wife put her in a ‘ricovero’, or maybe ‘they’ put her in a ‘ricovero’, I don’t 
know. I did not accept this. And this feeling will never pass, because she’s a person that did not 
deserve it, to be treated like that.... (Daniela, 56)
Another important factor influencing provision of informal care is the res is tan ce  of the 
care receiver to being cared for by strangers, not only in external s truc tu res, but also by 
private carers in their hom e. Having to provide full time personal care to infirm relatives
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is, in the narratives of women, instantly  associated with fatigue and sleep deprivation. 
This is shown in the following quote :
With my father... he didn’t last long unfortimatety... but there, yes, I would fall over with tiredness. 
It was strange. We assisted him day and night (Daniela and her sister).
Int: Just the two of you?
Yes, just the two of us. And we too, we had a hard time because he was a very introverted man: he 
was widowed at 35... I mean he wouldn’t want anybody else to touch him. Also the nurses barefy 
managed to get close to him. Then it was me and her (sister), we arranged m shifts, one the day, one 
the night. Imagine that period, I was dead tired. (Daniela, 54)
Despite this, in the last few years, private home care to support family assistance 
requirem ents has reached a  higher diffusion, as will be illu stra ted  in the next section.
7.2 .5  Use o f  fo rm a l care: m igrant carers and  re s t homes
Availability of formal care for elderly people, in institu tions and  a t home, is in Italy 
m arginal compared with its availability in the northern  European countries, as discussed 
in Chapter 3. Because home care services -  w hen available -  deliver a  lim ited num ber of 
hours of support, they are not a  practical alternative to e ither institutionalization or 
extended informal home care provision, particularly when care needs are heavier (Da Roit 
and Naldini, 2008). For severe illnesses requiring constant assistance, some of the 
respondents opted for externalized care, th a t is, the use of m igrant private carers and 
res t homes, but the ir use varied according to the carer’s socio-economic circum stances. 
W hereas female carers who were housewives could not afford private external help, or 
had experienced strong social pressure to continue to care at home, social c lasses with 
higher financial resources were more likely to seek  and obtain alternative solutions w hen 
care dem ands became unbearable or could not be shared.
7.2.5.1 *Badanti*
One of the most widespread solutions is hiring a  private carer, or ^badante ’. This option 
is preferred because it allows relatives to rem ain living a t home with the provision of 24- 
hour assistance. Inability to cope with the sleep disruption provoked by the care receiver 
is often quoted among the factors th a t influence the decision to externalize care. Here is 
an  example of a  woman who decided to hire a  badante to assist h e r a t night w ith caring 
for her m other, who had dementia:
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Int: Did you used to sleep at your mother’s place? (mother lives nearby)
WeU, rarety. It used to happen... I mean in the past years, now seldom, since I have a badante. 
Consequentty, just if she (mother) is not well or very bad, and I don’t feel sure, I stay there with the 
lady (badante).
Int: And the carer sleeps there?
Yes, she sleeps there.
Int: Because she (mother) needs assistance all the time?
Oh yes, you can’t leave her ten minutes alone.
Int: And then you would have stayed there every night?
Exactty, the carer sleeps upstairs, mum sleeps down, they have a bell, and if she needs something she 
calls. Like this, she (the carer) is not disturbed that much. Instead, as I am her daughter, I have to 
sleep with her (in the same room), I can’t go and sleep upstairs, so I am there with her. Because 
when she (mother) was here. I’ve never slept at night.
Int: What did she do?
She moves, makes noises, I mean, poor woman...
Int: Because she can’t sleep?
Well no, she sleeps, she says she doesn’t, it’s not true. She sleeps and snores. But it’s that agitated 
sleep, I mean. For exanq)le, the first time she came here, three years ago, she stayed more than a 
month, it was a nightmare, she seemed (like) a volcano, all the night calling, moving, saying she was 
seeing animals, all that sort of thing. (Chiara, 56)
As previously discussed (Section 3.3.4), a  live-in badante guaran tees continuous 
supervision of the elderly person, and the fulfilment of other domestic tasks. This care 
arrangem ent allows the elderly person to stay safely a t home with perm anent care, 
thereby reducing pressure on the m ain carer. Also, it allows the carer to sleep a t night.
- 7.2.5.2 Rest homes
Moving elderly relatives to res t homes or nursing  homes appears in  general less desirable 
th an  hiring private paid care, it is usually  seen  as the last resort. The solution is quite 
expensive and is generally accompanied by the emotional s tra in  of separation and 
feelings of guilt.
The typical attitude towards th is option is quite negative. Several interview ees had  a  
particularly negative image of nursing homes. Almost everybody adhered to the principle 
th a t olde r pe ople are be tte r off if they can spend the ir last ye ars in the ir own home being 
cared  for of by relatives. As seen  before in section 7.2.4, the placing of a relative in  a  re s t
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home is usually associated with blame and is frowned upon socially; it is therefore 
avoided for as long as possible.
Nevertheless, there were situations in which institutional care could not be avoided. Only 
a  lim ited num ber of respondents had  decided to use re s t homes w hen they  felt they 
couldn’t physically cope with the ir relatives illness anym ore.
I cared for my mother, a tormented relationship... then it happened that I got her ‘chased away’ (to a 
resthome)!
Int: You couldn’t...
Are you kidding? It was a nightmare. She woke me up every hour to tell me - she was paralyzed on the 
left side - ‘Turn me over on this or on that side’. She made me mad... Nobody would take it! (...) It was 
a restless sleep, with a sense of responsibility that went beyond my strength and my capabilities.
(Donata, 59)
D istressing night time sleep disruption is again quoted as a  strong contributor to the 
fatigue and psychological exhaustion th a t lead carers to the decision of hospitalizing a  
relative. This issue will be discussed fu rther in section 7.6.3.
7.3  Intensive care and sleep deprivation: key issues
Depending on the type of illness, the extent of the required support, and  the relationship 
with the ill person, caring for an  elderly relative can be experienced e ith er as rew arding 
or stressful. Where the care is shared  (for example, with sisters, brothers, or other 
relatives) and the care given is tem porary and not overpowering, women reported 
handling caring more positively. However, for some women the caregiving dem ands were 
overwhelming and expectations overcame the carer, with their physical and  psychological 
health  affected.
The life story of Luisa, who cared for more relatives in a  m ultigenerational extended 
family, highlights the critical factors in th is type of care and the substantia l impact on 
h e r sleep and health .
When you are HI, people at home they take you over. Maybe you wake up all of a sudden and go 
check if they are well, if they need anything, you go to bed later because then you know you can say 
“up to now, I know how they are”. And maybe you set the alarm clock to wake you once in the night 
for fear... all those things... and of course it’s not tranquil sleep any more. But if you are well 
physically and are able to sleep a few hours, I mean enough... knowing the illnesses they have... If 
they have illnesses that are drastic then maybe you can’t sleep. On the other hand, I have had my
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mother-in-law an invalid for five years, so I never went to bed early, because I knew I had either to 
give her water or pull her up, or change her and those things... but you cannot sleep more than seven 
consecutive hours. No, absolutely. Maybe you set the alarm for around three or four, then you go to 
bed, then you fall asleep again. (...)
Grandpa...we had such a hard time with the grandpa... poor thing, with him we would wake up 
three of four times a night to wash him, change all his clothes, throw dirty bedding and underwear 
out of the window... then go to bed again. Then maybe at four, I heard him calling or you’d go 
down and needed to change him all over again. (...)
Now I’m in a period where I would say I sleep, but there are sleepless nights, completely sleepless. I 
mean I can’t sleep until four, or four thiry, then I fall asleep, then I have incoherent dreams that I 
don’t... and then I wake up... having slept two hours, two and a half. It happens once every 
fortnight. I wonder why I have these restless nights, maybe it’s linked to what I suffered before. 
(Luisa, 67)
An analysis ofLuisa’s narrative helps to illustrate how intensive care disrupts sleep and 
has long-lasting consequences in term s of sleep alteration and the ca re r’s health . It also 
draws attention to the m ain factors th a t are involved in determining higher or lower sleep 
disturbance in  connection with intensive elderly care. These are:
a) The degree of informal care support provided to the m ain carer. In the case of 
Luisa, care work was entirely dealt with within the family, with the respondent as 
the m ain caregiver; the lim ited informal care support m akes care more in tense 
and disruptive of h e r sleep.
b) The level of dependencv and extent of care required by the care receiver. For 
instance, a  person with regular sleep patterns and lim ited care n eed s  is less 
disrupted in  the ir sleep than  a  person requiring constant supervision a t night.
c) The tvpe of illness, in th is specific case: a  care receiver with severe m ental 
impairme n t and  unpre dictable night-time be haviour causes gre ater ale rtn ess  and 
night-time stress in the carer. The level of emotional labour involved in care along 
with the am ount of physical assistance is also significant. A lertness and worries 
about the elderly relative increase the level of stre ss  and  sleep disturbance. 
Illnesses like dementia increase the level of emotional involvement and were found 
to be more deteriorating for the wellbeing of the carer.
These three factors will be analysed separatelyin order to provide a  fuller explanation of 
how they  moderate sleep restriction and the ca re r’s wellbeing.
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7 .4  The compensatory function of family solidarity
As explained earlier, the family solidarity model com pensates for the lack of welfare 
provision in Italy, with the vast majority of care work undertaken from w ithin the family 
household. W henever a  family network exists, it facilitates the m ain carer finding 
practical and erriotional support. For women, stress and sleep disruption are notably less 
w hen caring tasks are shared  with relatives, predominantly sisters. In these  cases 
women report more positive experiences:
Int: You never got external help, you always did all the care?
We always did it all We’ve had dad ill, five years, mum, an uncle downstairs, we’ve had a busy life, 
both from a work and a family point of view.
Int: Have you got brothers and sisters that help you with this?
There was my sister downstairs, when I wasn’t there, I was at work, she came upstairs (to he%)).
Int: Does she live here downstairs as well?
Yes, with her family. So she came up. So at work I could be calm because my sister was taking care 
of it. Then by that time, my children were already grown up. (Adele, 58)
When women had care giving support from family members, it gave them  personal space 
which could be dedicated to work or rest, and the overall caring burden was sh a red  and 
better managed, resulting in less sleep disruption. On the other hand, long-term  sleep 
disruption was more likely w hen women were unsupported or received m inim al help 
from others. On other occasions, family support networks were not available or were 
insufficient to cope with those severe illnesses th a t required night time assistance . In 
these  cases, it was the lack of formal support in  Italy th a t em erged in  the accounts of 
women as compounding caring responsibilities a t night, resulting in sleep disorders and 
severe psychological consequences for the caregiver.
My grandmother, the grandmother I had at home.... she was ill for six months with cancer, she was 
terminalty ill.. Besides I was very much attached to her, because I had lived with her for thirty 
years: basicalty all the years of my life before marrying. And when this thing happened, it was really 
very, very grave because of the lack of structures to support us with this type of illness, because of 
her being terminalty ill, there were no structures to support this kind of problem. So we found 
ourselves having to take her home (from hospital), and spend the nights with her... in shifts, my
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mother, me, my brother when he could, because he had an extremety demanding job. Going to sleep 
at four in the morning, when she fell asleep, and waking up after an hour, one hour and a half, was 
routine. (Lorenza, 54)
This quote is indicative of the situation of many Italian families where the burden of 
caring is completely left to the family for long periods of time. Isolation and  perceived 
lack of support, in the context of a  general deficiency of welfare provision, aggravate 
consequences on the ca re r’s emotional wellbeing and sleep. Lack of support, e ither 
formal or informal, has also been shown in previous research to be a  risk  factor inducing 
caregivers’burnout, depression and sleep disorders (sections 2.4.3; 2.7.5).
7.5 The impact of care needs and dependency levels on carers’ sleep
As well as stressors of elderly care from lack of familial, income or welfare resources to 
tackle care for severe illnesses, caregiver’s fatigue and sleep poverty are also re la ted  to 
intrinsic factors arising from the illness itself, such as the level of dependency of the 
patient and the ir type of illness. The level of dependence is particularly influential. 
Caring for a  person who can be autonomous and live alone at home is a  completely 
different situation, in term s of care, and also often in term s of emotional p ressure, 
compared with caring for a  person who needs supervision on a  constant basis. Below, 
the m ain stages of progressive dependency and care are exam ined and re la ted  to 
caregivers’ sleep quality.
7.5.1 Low dependency an d  localized care
In a  low de pendency phase, older people in Italy can still obtain, e ither from the social 
services or privately, care for specific needs and m aintain a level of autonomy. 
Respondents report using day care services, or cash  for care services, such  as for 
bathing, m assages, transport and home provided m eals. For in stance, Iris (80) explains 
how she can m aintain independence, thanks to m eals for the elderly provided a t home by 
the local social services, and a  council-provided carer who helps h er w ith bathing. These 
services are well developed in the urban a rea  of M antua but only partially available in  the 
province as a  whole. They prove to be insufficient, however, in cases of more severe 
im pairm ent and need  to be heavily supplemented by informal family care work. The type 
of care provided a t th is stage corresponds to family solidarity aid, which consists more of 
socio-emotional and  logistic support th an  of direct caring activities. In a stage of low 
dependency care, sleep is normally not affected by generalized worries about elderly
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parents or a  negative relationship with the care recipient. Supervision is provided by 
adult children through telephone calls, weekly visits, he Ip with shopping and so on. Low- 
dependency care such as th is may be performed in-between intensive care crises and is 
part of the ‘invisible care ’ d iscussed  earlier (Section 2.7.2).
7.5 .2  In term edia te  dependency and tim e lim ited  caregiving
Most of the women reported undertaking short-term , tim e-lim ited caregiving. Typical 
experiences th a t respondents report in th is case are ‘n igh ts’and ‘w akes’. Doing a ‘w ake’, 
or a ‘n ight’, m eans watching over an ill person throughout the night. This is generally 
done a t the hospital, after surgery where the patient is left unconscious or unable to 
move for several days. These wakes are habitual and most of the women in  the sample 
had  done them  a t least once. Typically, they sa t next to the bed of the care receiver and 
supported them  by adm inistering drinks, calling nurses, providing intervention in the 
case of need, and helping patients to go to the toilet. This obviously affects sleep, but it is 
short term , and normal sleep is recovered w hen the patien t’s illness is over:
When I had my father at the hospital I used to stay with him. I have done several nights at the 
hospital I slept on the armchair, to the extent that you can sleep in a hospital: partfy because I was 
anxious, partty because at the hospital there were the nurses, calling etc. So, it is a sleep where you 
don’t really sleep. (Ida, 63, interview)
In a  progressive stage, the older person may require personal assistance provided by 
family members. Undertaking night-time assistance is generally felt by the respondents 
to indicate an  increased intensity of care . Nevertheless, as cited earlier by Luisa (section 
7.3), w hen illnesses are less demanding and more predictable the caregivers’ sleep can be 
kept under control by coordinating the assistance required with th e ir own sleep needs. 
Luisa m anaged to predict interruptions by delaying h er bedtime and setting  h e r alarm  
once a  night in order to be able to adm inister me dications to her m other-in-law  a t given 
tim es.
7.5.3 High dependency and in tensive care
Highly dependent elderly people, affected with long-term degenerative illnesses, require 
continuous care and supervision both for physical infirm ities (long-term infirmity, 
term inal illnesses) or m ental impairment (Alzheimer’s D isease; dem entia). In the la tte r  
case, the physical health  of the care receiver can be relatively good but the person 
requires constant monitoring because of the ir unpredictable behaviour.
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All women providing care for highly dependent people reported major sleep problems, 
which were often protracted, even w hen the caring had  ceased, and had negative effects 
on their physical and psychological health. Insomnia, sudden awakenings and a le rtness 
were the major sleep alterations cited by night-time intensive carers; these engendered a 
vicious circle of reduced energy, low performance during the day, uneasiness, negative 
feelings and depression. The next section will analyse the type of specific illnesses  or 
im pairm ents th a t have a  significant impact on the sleep and health  of the caregivers.
7.6  Impact of type of illnesses on sleep deprivation
This section focuses on the illnesses th a t resulted in a greater degree of fatigue and sleep 
poverty for the caregiver. The more adverse consequences for sleep were found during 
and after:
■ Assistance during long-term degenerative illnesses, including night assistance
■ Assistance during unpredictable illnesses, resulting in  sudden awakenings during 
the night, which engender a sta te  of a le rtness
■ Assistance during term inal illness, which is also connected to the distress caused  
by bereavem ent
Examples are given here of specific degenerative illnesses, involving m ental or physical 
impairment, th a t were reported to be particularly troublesome for the sleep and  hea lth  of 
the carer: cancer and term inal illnesses, physical infirmity, dem entia..
7.6.1 Cancer and term in a l illn esses
Assistance during term inal illness, usually connected to the distress of bereavement, had  
long-term effects on sleep which often continued long after the death  of th e ir relative, 
and mainly resu lted  in awakenings, light sleep and insomnia, which was som etim es 
treated  by sleep me dication. In cases where illnesses were en tering  a  term inal phase, 
caregivers sleep disruption was re ported to become more frequent, more unexpected and 
more upsetting. Also, the awareness by the caregiver th a t they could be called or needed  
a t any m oment engendered sleeplessness.
I remember that when my father-in-law fell sick for the last time, my brother-in-law had come from 
Sicily to give a hand. It was the last weeks... It was months we did not sleep, because we had to 
wake up three times a night to give the morphine injections. I slept waiting for him to call for the 
injections (morphine) in the night. (Maria, 63)
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Furtherm ore, in term inal care, the level of emotional labour is very high. The carer 
assists  in circum stances where there is a  rapid and incontrovertible deterioration of their 
relative. Caregivers for term inal illnesses report th a t thoughts of death  and decay become 
daunting, as does the feeling of inadequacy and hopelessness. The following interviewee 
describes how she felt ‘disturbed’ and ‘upset’w hen caring for h e r m other-in-law.
I have cared for my mother in law, who later died of a tumour. Yes, it leaves you much more 
saddened, disturbed... I mean you don’t even recognise your bed anymore. It hugety disturbs one’s 
sleep. The fatigue, really, of relaxing. (...) I couldn’t bear the nights. They upset me too much. The 
evening after she died, I drove the road to C. in the wrong direction on a one way road, I was upset 
so much. (Nadia, 43)
Palliative care for cancer has received attention in caregiving research (section 2.4.3) due 
to the emotional complexity of re la ted  care m anagem ent. This form of care exposes the 
caregiver to physical and emotional distress, and may lead to vulnerability, fatigue and 
‘caregiver burnout’. End of life care involve sno t only coping with degenerative illnesses, 
but also dealing with death  and bereavement. The profound psychological implications of 
th is have an  impact on health  and  sleep not only during care but possibly years after 
caring has finished (section 7.7).
7.6.2 P hysical in firm ity
Caring for a  person who is physically infirm or with high mobility problems m eans being 
on constant ‘call’in order to respond to the care receiver’s basic physical requirem ents, 
such as needing to be turned , to be given a  drink, to be taken  to the toilet, or supported 
w hen the patient feels sick during the night. A lertness and light sleep are the m ain 
disturbances associated with th is form of care.
I never slept when I cared for my mum, because mum used to sleep in the room next to mine, so... I 
never wanted to sleep in her room, just to be able to get some hours. My mum never needed it (her to 
be in her room) because her illness wasn’t Alzheimer’s or so. No, no, she had a very lively 
awareness of things, but she couldn’t move, see or hear. As soon as she opened the eyes she would 
call “Flavia!” and I could hear her through the closed doors, immediately. During the caring I had for 
months a sleep... that I couldn’t say it was sleep... Then yes, when I woke up I felt tired.
Int: Was it because you were woken or because you were paying attention..?
Yes it was a sort of sleep... how to call it... ‘alert’, I was always alert. Sometimes I would go there 
when she didn’t even call, also because I was very aware of other people sleeping in the house, so I 
didn’t want noises to disturb. Also because she was very deaf, if I even said ‘I’m coming right now’, 
she would not hear. So for many months realty.. .the last three or four months in fact I also lost
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weight though I was always very... and then you also had to keep her company, so I didn’t have 
much time to eat, even quickly. Also because at 95, blind, deaf, unable to move in bed, she stayed 
where you put her. And, being unable to move, if she had a twisted leg she had to ask for me. 
Therefore I had a long period with this kind of sleep. Instead now I’ve got back to what is an ideal 
sleep, where I sleep my four or five hours, then maybe I stay in bed longer. (Flavia, 69)
Care for people with high physical im pairm ent alters the caregiver’s sleeping habits; they 
may decide to move next to or even into the care receiver’s room to minimise the impact 
of the ‘call’ of the sick person on them selves and others in  the house.
Int: Have you ever happened to assist ill people, and how does it affect sleep?
My mum. I’ve had her for just 6 months, but... you can understand just when you’re in it, that you 
have to assist somebody who is not self-sufficient, that yes. I was very stressed. Then she was not 
self-sufficient, and she also had to sleep in my room, in the night I had to... she didn’t walk, so I had 
to help her... and anyway she wasn’t one that would waste your... But you’re nevertheless left a bit 
tense... So you don’t sleep well (Angela, 50)
Physical care for elderly disabled people requires constant physical work and attendance 
to primary care needs during the night. The persistent disruption modifies sleep patterns 
and engenders alertness, light sleep and frequent awakenings. Night-time care is thus 
described as exhausting and stressful.
7.6.3 Dementia
Sleep disruption and fatigue can worsen w hen physical infirmity is accompanied by the 
m ental deterioration of the patient, particularly in circum stances where the care receiver 
talks, w anders, or scream s in  the night.
Yes, when there are ill people, they do not sleep at night, and their carers don’t sleep too. It’s all a 
hassle up and down... In the night you don’t sleep. Even if she doesn’t call (mother), you are always 
alert, waiting for when she makes a noise or calls, because my mum will soon be ninety-two and so 
she’s in a wheelchair or in bed. So you have to do it all Another thing is that she sleeps during the 
day and is awake in the night: at night she remembers her youth and she talks about it out loud, so 
the ones in the next room... don’t sleep. You take a nap, but nothing vo3i]0T...(Lucia, 65)
Illnesses involving progressive and degenerative m ental deterioration do not require 
heavy physical care but are nevertheless more difficult to manage a t night, to the point 
th a t they are among the few illnesses th a t may justify, for respondents, the move into 
residential care. The psychological involvement is g rea ter than  in typical, physically- 
impairing illnesses and, because of the unpredictability of the behaviour of the patient, is
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also highly disruptive of sleep. Luisa previously showed how her father-in-law , who was 
suffering from dem entia and needed to be kept under constant supervision, displayed 
night-time behaviour such as wandering, escaping and scream ing (section 7.3). Laura, 
who worked as a  professional carer in a  local hospital Alzheimer’s unit, had  recently  left 
h e r job because she could not relate to the distressing and sometimes abusive behaviour 
of her patients. Besides the ir problems with desyncronised circadian rhythm s and 
extrem e activity at night, she used  to feel h u rt by the ir hostile a ttitudes.
I worked in the Alzheimer’s unit. Some things you bring them at home with you... And if you don’t 
manage to detach it’s terrible.
Int: Do you feel like telling how caring for a person with this kind of illness affects sleep?
A person with Alzheimer’s has just an inversion of the of the sleep-wake cycle. So they would sleep 
during the day and stay awake in the night. And they live in their own world: there is no reality, they 
loose every inhibition, every taboo. People who’d never have said a bad word in their normal life, 
lose inhibitions. So some people are extremety intense, psychologically, not so much physicalty, 
psychologically extremely intense. That is why families go for residential care or look for follow up 
from specialised associations, otherwise families breakup. (Laura, 45)
Dementia is a  very widespread condition frequently reported by interview ees as being 
associated with other forms of physical im pairm ent or depression experienced by th e ir 
elderly relative. To care fo ra  dem ented relative is generally more stressfu l for a  num ber 
of reasons. F irst of all, the unpredictability of the care recipient’s night-tim e behaviour 
severely affects sleep. Second, it involves a higher emotional burden, due to the loss of 
the relationship with the cared for person, and the breakdown of comm unication 
characterised by the patien t’s repetitive sta tem ents, false accusations and  aggressive 
behaviour.
A co-resident relative suffering from Alzheimer’s can affect all family m em bers and 
violently disrupt sleep by scream ing and noisily moving a t night. The higher emotional 
fatigue associated with caregiving for dem entia patients is shown by the fact th a t it is the 
type of illness which most frequently leads to institutionalisation (section 2.5).
I’ve had a series of... Grandmother and mum with Alzheimer’s. So when it was my grandmother, it 
was my mum that... used to do most of the work, but me too, I had to assist for many nights. Then, 
when it was my mum’s turn to have Alzheimer’s, the thing involved me as the first person. And her 
situation at home, the fact that she didn’t sleep at night has involved everybody, me and my 
daughter. It was a desperation: the fact of not being able to sleep and rest, because she was 
screaming... to me it has been a terrible thing.
Int: How long did it last?
135
It lasted three or four years, afterwards I had to put her in a care home, because I couldn’t take it 
anymore. (Gloria, 68)
The upsetting night-time be haviour of relatives with dem entia and its adverse impact on 
the caregiver’s sleep is often cited as contributing to a  decision to institu tionalise an 
elderly relative. This suggests th a t sleep poverty may have a  significant role in 
aggravating caregiver’s fatigue, producing negative effects on the ir w illingness or ability 
to provide adequate care. This has, ultim ately, an  impact on the care receiver as well.
In synthesis, fatigue, either physical or m ental exhaustion, is evident among caregivers 
providing long-term intensive care for frail elderly relatives. Caregivers m anifest sleep 
poverty from constant night-time provision of direct physical care as well as w eariness 
from constant worry and obligations -  an  emotional fatigue which is generally felt to have 
an  even greater impact th an  direct physical exhaustion. Analysis of the data  shows th a t 
the health  of family caregivers is also a t risk  while they are providing ca re . D em entia, in 
particular, due to associated disruptive night-time behaviour and the m ental impairm ent 
of the patient who is also physically deteriorating, em erges as the most stra in ing  and 
sleep-depriving form of care, often leading to a  decision to institutionalise the patient. In 
addition, sleep poverty appeared to contribute to the increased  physical and 
psychological damage of the carer, which will be explored in the next section.
7 .7  Long-term consequences on sleep and wellbeing
Published research on caregiving has focused extensively on the burdens re la ted  to the 
physical labour of providing care and the emotional labour associated w ith caregiving 
(chapter 2), but has largely neglected the longer-term  consequences which may impact 
on the carer’s sleep and psychological wellbeing for a  substantial period after the period 
of caring has ceased.
Major sleep alterations, which last for a  long time after the caring has ceased, affect 
carers who provide intensive caring for chronically ill relatives, especially w ith term inal 
illnesses. These include : insomnia, sudden awakenings, a le rtness , light sleep, sleep 
disruption, early waking and delayed sleep onset. The self-reported consequences for 
physical and emotional wellbeing include stress-related disturbances such as headache, 
tachycardia, lung infections, dermatological problems, w eariness, depression, anxiety 
and hypertension.
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7.7.1 A lertness, ligh t sleep, sudden aw akenings
Women re ported th a t the habit of light sleep, listening out, and sudden awakenings in 
the night continued for a  long period of tim e, and altered their sleep patterns even w hen 
caring had ceased:
I will tell you that this thing has lasted for about one year, after the death of my grandmother - 1 had 
a hard time falling asleep, in sleeping, in regaining a regular rhythm of sleep. I had really a hard 
time. Because I could still hear her - I heard her voice calling me, because she was in need, or it 
seemed to me that my mum would call me, because she needed hety with her... all these sorts of 
things. It took me a year to regain the regular rhythms of sleep. (Lorenza, 54)
Sleep patterns re main dee ply affected by the s tress  of waking up abruptly several tim es 
per night. Many women like Lorenza kept on waking in the middle of the night, even 
w hen the relative was no longer there , feeling as if they had been ‘called’. The more 
unpredictable illnesses again proved to have the worst impact on sleep. In these  cases, 
the carer did not feel in control of the ir sleep and was kept in a  sta te  of continual 
alertness and anxiety, feeling as if they would be woken a t any moment. However, even 
those women who were not woken abruptly still had  the habit of waking a t certa in  tim es 
in the night, with a  sudden sense of urgency, for example th a t they needed to adm inister 
m edicines:
She (mother-in-law) used to sleep downstairs... She suffered greatty, especialty the last year, when 
she was bed-ridden. Then I used to wake up many times a night, to see if she was fine. And it affects 
you to the point that also after, when the person’s gone, you keep on waking, telling yourself ‘My 
God, I forgot to check her, I forgot to give her that medicine.’ (Silvana, 69, interview)
Long-term care is not the kind of activity that, once it is over, allows life to go on 
normally. It disrupts the life of the carer and involves a  huge degree of emotional 
investment; it also puts to the te s t the ir ability to cope, leaving long-lasting m arks not 
only on sleep patterns but also on psychological wellbeing.
7.7 .2  Insomnia, an x ie ty  an d  depression
People performing long-term care for relatives with degenerative conditions cited  issues 
such as insomnia, in conjunction with anxiety a t night, as well as a  low mood, 
depression and fatigue during the day. Anxiety and depression were often associated 
with insom nia in carers’ accounts. Insomnia was particularly prevalent in situations
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following the death of a  care d-for person. The death  of the patient has a  long-lasting and 
painful impact on the life and sleep of the carer, as explained by Luisa.
Some deaths, which imfortunately happen in every family leave a long painful sign. This takes away 
your sleep. Your mind is sensitive, thinks, suffers. (...) It takes sleep away, it makes you sleep badty, 
it feels like you didn’t sleep, because your sleep is so light, it’s not deep, it has no consistency. You 
wake up in the morning and realise you did not sleep or you slept so bad that any small hiss can 
wake you up, and you wonder “Did I sleep? Did I sleep or not?” Your mind isn’t quiet, it suffers. 
(Luisa, 69)
Insomnia and light sleep can last for years, as can recu rren t d istressing thoughts. The 
link between tiredness, lack of sleep arising from insomnia, and low mood are not new to 
sleep and care giving re search. The experiences of Italian female carers seem  to confirm 
this. This woman, experiencing insom nia after tending for her term inally  ill father, 
reports how the shock of the death  following term inal care gave rise to insom nia and 
heavily affected h er daytime mood:
When there are events of this kind, that hit you on a... personal level, they directty disturb your 
sleep. Sleep is the first thing that’s affected. This autumn my father passed away, a short but serious 
illness, and this problem (insomnia) has come up again.
(...) And sometimes, with tiredness my mood goes down. But I know from many people, even from 
my husband, who’s seen a lot of these cases (husband is a GP), that it takes a long time before you 
get over. So in the following months you still have... now I’m starting to sleep for a few more hours. 
(Virna, 46)
Respondents who assessed  them selves as being previously good or heavy sleepers 
reported a greater stra in  in coping w ith sleep poverty. Losing whole nights of sleep  was 
described by the following woman as profoundly shaking her nerves, m aking h e r feel 
hurn t-ou t’ during the day.
I had periods where I’d need a psychologist. I was anxious, depressed, a terrible thing. Also because, 
even if I’ve never been one who sleeps a lot, if I skip one night I go into tüt. A terrible thing. I must 
sleep, instead I don’t. (Daniela, 54)
As a  consequence of stra in  and low, mood-related fatigue arising from insom nia, women 
re porte d taking medications or se e k spe cialist help to combat either insom nia or anxiety 
and depression. In the cases of two older widows, who had taken  care of term inally  ill 
relatives, the effects of distress were connected with the pain for the death  of the beloved 
person.
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I take Tavor (medication), \mt I wake up anyway three or four times a night.
Int: Have you always taken Tavor?
No, never. I take it now because unfortunately my husband died two months ago...so now I take it. 
Before I didn’t. My son, he’s a chemist, doesn’t want me to, I don’t know why... he says it’s not a 
natural sleep. But if I don’t sleep all night. I’m anxious during the day. You feel bad when you don’t 
sleep. (Jolanda 77)
The personal suffering provoked by intensive caregiving has a  deep and  long-lasting 
effect on the sleep and emotional state  of female carers, which is in tensified  by lack of 
welfare support.
7.7.3 Nightm ares, fla sh backs, senses o f  g u ilt
In addition to insom nia and sleep disorders, other factors were reported as part of the 
legacy of caregiving’. Some women reported being haun ted  by nightm ares and 
distressing memories of caring, especially during the terminal phase, when th e ir relative 
suffered loss of dignity and was a t the ir most vulnerable. Distressing im ages reappeared 
in their dream s, disrupting the ir sleep. In the case of Virna, nightm ares were a  key 
contributing factor to her insomnia.
Int: Did you nurse your father?
Yes, a bit. And that has affected me, because it’s images that stay in your mind, and reappear. It’s all 
after, the worst is after. Then when he’s passed, I have these images in my mind, the last... the 
strongest ones. (Virna, 46)
Another key issue in th is legacy of caregiving, and one which often m anifests w ith 
bereavem ent, is a  sense of guilt. Women may feel th a t they did not do enough for the 
beloved person, or feel guilty for having chosen to have them  cared  for in  a  formal 
institution. The following single woman, who undertook caring for h e r relatives describes 
he r suffering at seeing h er aun t not properly cared  for a t home.
Lately it happened (insomnia) to me, because in March my aunt died, the aunt that brought us up... 
There it’s been a thing... I won’t easily forget...
Int: Long?
No, short, very short. I’ve been disturbed not for the thing itself, because she was ninety-two, poor 
woman, I wished she could live forever but... it’s because... we 11 my brother and his wife sent her 
to a ‘ricovero’. That’s what disturbed me. Not the fact of caring, because we were there every day, 
not for having to go there, I would go for ten years, if this could have helped her live. She (my aunt) 
took it verybadty, besides, she didn’t deserve it, because if there was a good person, this is known in
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all the village, it was her. This has disturbed me a lot, and it won’t pass easily. That’s what I think, 
think about in the night, when I don’t sleep... what disturbs me... these things here... (Daniela, 53)
Intensive caregiving can produce deep h u rt and affect psychological wellbeing as well as 
sleep rhythm s. The associated affective consequences of caregiving are often ignored and 
considered as immaterial labour or invisible. In fact, the legacy’ of a  sense of guilt and 
anguish contributes to sleep loss and disorders ju s t  as m uch as hea lth  deterioration for 
significant periods after caring has ceased.
7.7 .4  S tress-re la ted  physio log ica l problem s
Sleep deprivation m akes long-term carers psychologically more vulnerable. Together with 
weariness and  mood alterations, women reported problems such as hypertension, h eart 
conditions and pains, in  conjunction with long periods of sleep deprivation. Flavia, for 
instance, used  to suffer from a  num ber of health  conditions during the m any years of 
long-term care for her m other, including pains in he r limbs and back, due to having to 
lift her disabled mother. These physical ailm ents lessened  after the caring came to an  
end.
Int: Did you notice if these periods of caring affected your physical, emotional wellbeing in any 
way?
Sure... I was much more nervous, I would feel my own health problems more strongty, for the 
tension etcetera, yes. And for example, my mother died fifteen days ago. I’ve already recovered and 
I don’t have many of the health problems I’ve had for years, they calmed down very quickty. Also 
because you tolerate them more... Then my mum needed to go to the toilet, so you needed to take 
the ‘deambulatore’ (walkingframe), take her to the toilet, hety her, take her clothes off, this thing 
was tragic to me. I also suffer from pains in my limbs and back and - having to move mum -  in my 
shoulders which hurt like a labourer. A pain even if I just lift my arms... My aches intensified for 
sure over that time. (Flavia, 69)
In other cases, health  conditions appear or persist after caregiving. An example is th a t of 
Maria, whose multiple caring continued through most of h e r adult life. The incessan t 
sleep de privation she suffered resulted in significant physical consequences. After caring 
for both parents-in-law  (her father-in-law had  a  term inal illness, h e r m other-in-law  had  
dem entia and physical impairment), her health  was most affected while caring for h e r 
terminally ill brother. In addition to the sleep deprivation experienced during the caring 
period, bereavem ent after his death  was accompanied, as with the above-m entioned 
cases, by heavy insomnia, which affected her heart.
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The first two years of my brother’s illness, I slept one hour and a half, maybe two per night. I would 
go to bed and not feel sleepy, you know, with eyes wide open, waiting for the morning (...) After he 
died, my brother, it took six or seven months... but slowfy I felt sleep was coming back. Then 
naturalfy I had some consequences, because I got sick with hypertension, I had ischemic heart 
disease. (Maria, 64)
In addition to these problems, a  num ber of minor physical conditions were reported, 
such as greater susceptibility to influenza and asthm a, m igraines, aches and pains. 
Some of these pains may have originated in the existing health  conditions of the carers, 
and were compounded by age, so it is difficult to establish care giving as the primary 
cause of these conditions. At the same time, the carers felt th a t these  hea lth  problems 
were intensified or triggered by intensive periods of care giving, with real consequences for 
the ir sleep poverty, fatigue and burnout.
7.8  Conclusion
This chapter has analyzed a  cohort of women over 50 years of age performing long-term  
intensive care for de pendent relative s. Care of elderly infirm or disabled relatives seem s 
to have a  particularly disruptive influence on women’s sleep, especially w hen associated 
with long-term illnesses, which can be tem porary or long-lasting, lim ited or severe.
The degree of dependency of the care receiver and the ir type of illness has a  pivotal role 
in defining the extent and the natu re  of sleep disruption. High dependency, long-term  
degenerative illnesses are particularly harm ful to the health  a n d  the sleep of the 
caregiver. These include term inal conditions, such as cancer, and physical infirm ity and  
mentally deteriorating illnesses such as dementia. The latter is particularly damaging for 
the health  and sleep of the caregiver due to the associated behavioural problems 
associated with physical im pairm ent and disruptive night-tim e behaviours.
Long-term sleep alterations often protract over the care giving period and chronicize in 
sleep disturbances such as insomnia, alterness, early waking, delay in the onset of sleep, 
sleep disruption. They are also reported to have effects on physical and psychological 
health  such as depression, hypertension and a  range of other s tre ss-re la ted  h ea lth  
problems.
This chapter has shown how the substantial social pressure in Italy to provide intensive 
care for frail older relatives, and deficiencies in welfare sta te  provision can contribute to 
adversely affect women’s sleep, particularly w hen performing long-term care for the frail
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elderly. The high risk  of sleep disorders associated with psychiatric and physical 
morbidity in caregivers, calls for long term  policy commitment for the support of th is 
category, due to the high social and  hum an costs involved in unsupported informal ca re .
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Chapter 8
W ork-life balance, ch ildcare and tim e  con stra in ts
8.1 Introduction
To provide a  comprehensive overview of the impact of care work on health  across the life 
course in Italy, th is thesis has exam ined the impact of care work across two cohorts of 
women in order to identify generational differences in concepts and arrangem ents w ithin 
care work. In order to do this, data  analysis has focused, throughout the research , on 
two age groups of women who reported significant sleep deprivation in conjunction w ith 
care: older women (51-80) performing long term  care for elderly relatives, and  midlife 
working m others (40-50). The impact of care giving on sleep poverty was m anaged 
differently across these cohorts, according to social, economic and educational s ta tu s  as 
well as geographical location. A generational change was shown in perceptions of caring 
duties and  family roles, work-life balance arrangem ents, likelihood to outsource care, 
sleep problems connected with care work.
Given the importance of such generational variations in understanding  the impact of 
care giving on health  across the life course, the following two chapters intend to provide a  
comparative analysis of the two age groups. Thus, da ta  analysis in chapters 8 and  9 will 
not focus primarily on sleep but presents relevant data  th a t em erged from re sea rch  
interviews in term s of generational differences in concepts and arrangem ents w ithin care 
work.
Chapter 8 and 9 will analyse a  cohort of mid-life working m others 45-50, who generally 
do not perform elderly care on a  long-term basis. Sleep and wellbeing problems reported 
by th is cohort are on average less severe th an  those found in older women. In the first 
phase of th is research , we would not have expected th a t the younger women would 
m ention sleep problems m uch beyond getting up in  the night to feed a baby. 
Nevertheless, narratives introduce relevant factors to the analysis of the social 
determ inants of sleep poverty in relation to care giving. While narratives of older women 
concentrate more on sleep problems arising from the severity of illness in a  care  
recipient, the accounts of mid-life women expose and reflect more on the difficulties 
relating to the socio-economic and normative contexts of care. The focus is 
predominantly on how time pressures, an d /o r a  poor work-care balance in  mid-life 
working m others can contribute to the disruption of healthy  sleeping patterns (chapter
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8). In addition the accounts of midlife women show a more diffused tendency to challenge 
m ainstream  assum ptions about the gendered division of work, care, and domestic roles, 
showing a higher propensity to externalize care work and look for novel ways to arrange 
the ir work-life balance (chapter 9).
The following two se étions (chapter 8 and 9) will explore key issues th a t arose from the 
interviews of a  cohort of midlife women aged 40-50. This group initially included 30 
women of varied m arital s ta tu s  and family composition. However, the analysis provided 
in chapters 8 and 9 will concentrate on a  particular subgroup of 19 participants which 
include d wome n  e ngaged in paid labour and caring for childre n living a t home (Appe ndix 
7: Tables A2). This group of women reported sleep problems re la ted  to childcare, their 
work-life balance, and the gendered division of labour within the household. The 
objective of chapters 8 and 9 is to explore the intersections in social determ inan ts of 
caregivers’ sleep loss th a t relate to the cultural and  familial context of care, and 
investigate how these factors moderate the impact of sleep deprivation on the hea lth  of 
the caregiver.
Specifically:
• Chapter 8 will analyse narratives referring to the effects of those constrain ts on 
work-life balance th a t arise from labour m arket rigidities and  the lack of childcare 
services. Formal and informal childcare arrangem ents will be also explored, as 
well as the role of the lack of welfare in creating extra unpaid care work w ithin 
informal kin networks.
• Chapter 9 will investigate fu rther constraints arising from societal p ressures, 
cultural norms, and gender inequalities in the distribution of household 
workloads. It will fu rther discuss the costs in term s of sleep deprivation, 
e motional, and physical we llbeing re suiting from a  constraine d work-life balance, 
and provide coping and policy suggestions based upon findings from the 
interviews.
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8.2 Work-care reconciliation and tim e constraints
As shown in Chapter 5, women identify undertaking the role of carer as a  tu rn ing  point 
in the way in which they experience alterations in the ir sleep. In particular, the birth  of a  
child gene rally acts as a  borderline, separating two distinctive sleeping sta tes. The sleep 
of a m other is more alert, more sensitive to the needs of the child, and is m atched to the 
child’s sleeping patterns.
In addition to sleep loss in the early phase of motherhood, women also m ention other 
sources of stress related to work-life balance th a t contribute to the ir sleep deprivation, 
such as the lim ited availability of part-tim e jobs, poor access to nu rseries, the need  to 
tu rn  to family networks for childcare support, and difficult relationships with 
grandparents who care for children, in addition to lim ited practical and emotional 
support in unpaid domestic labour.
The definition o f‘work-life balance’describes the relative devotion of time and energy to 
paid work and private life respectively. For women, th is often acquires the charac ter of a  
dual bond, a  double charge of work outside and inside the home. The la tte r  is composed 
of care-work for the benefit of children, the spouse, elderly or disabled relatives and  daily 
domestic tasks.
During the recen t expansion of women’s employment in Italy and the contingent shift 
from an extended to a  nuclear family model, there has been some innovation in care and 
domestic arrangem ents. The adjustm ents made by cu rren t cohorts of Italian m en and 
women with care responsibilities show both change and  continuity in the organisation of 
childcare compared to the traditional family care model, primarily experienced by the 
previously studied older cohort 51-80. On the one hand, women’s increasing  
participation in paid work enhances the outsourcing of childcare and dom estic work and 
the implem entation of strateg ies oriented towards a  more family-friendly work-life 
balance. On the other hand, care rem ains highly fam iliarised, and the n a tu re  of 
care giving re mains gender-based. Care persists as a  private m atter w ithin a  pe rsisten t 
traditional division of public and private responsibilities.
To conciliate work career with family life, Italian women need to cope with the rigidity of 
employers, service timings, and gender stereotypes a t home. This overlap of wom en’s 
multiple roles creates a  ‘compression’in time use th a t impacts on sleep poverty. Also, it 
often resu lts in dissatisfaction and stress, because women perceive th a t they cannot cope 
adequately, as in the following account:
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There is a compression of times, an overlapping of things to do and this creates a sense of guilt, 
because you know that everything should be done well, but it is impossible to do three things 
property at the same time: professional work, domestic work, and child rearing. (Francesca, 41)
The following sections display how a combination of labour m arket p ressures, lim ited 
practical and psychological support in the household, and lim ited welfare provision, are 
bound to create time constraints, sleep re striction and other stress-related disturbances 
for Italian women.
8.3 Work-life balance in wom en in their forties: key issues
New m others in the ir forties in th is sample were mostly educated professionals w ith  
higher or university degrees and  most of them  were engaged in paid work. Nevertheless, 
data  analysis for th is section of the sample appears to be in line w ith cu rren t studies on 
the use of time in household arrangem ents, showing th a t the h igher participation of 
women in the labour force and the achievement of greater economic equality still falls far 
short of challenging the ‘double burden’ of work inside and outside the home. The critical 
aspects of th is ‘double shift’, resulting in a  constrained work-life balance, are sum m ed 
up by Elisa:
I do part time shifts: eight till one, or two to six. I often have to work fulltime and have to say ‘yes’ 
to it, because my contract is temporary and it’s difficult to say ‘no’, because they might not renew it. 
I’d just like a little job that’s realty part-time and that’s it. Finished. Here, I’m in a situation of 
constant precariousness.
(...) In the morning I wake up very early, like at six, to do the house work. At eight, I leave for work 
while the grandparents come and pick up the chid. When I get back from work, I go and pick up my 
boy, wash him, then get the dinner ready, then do other housework and unti late in the night, then I 
can’t go to sleep. I can’t get more than five hours sleep, and i  makes me feel bad.
(...) Apart from the psychological aspect, I have physical disturbances, like muscular pains, 
weariness, and tachycardia. I try to cope by taking vitamins, but it doesn’t help, when I’m realty 
burnt out I go to my parents’ place, take two days for myself and sleep. During this time, my mother 
and I take turns with my boy, and I can recover, so I think it’s just a matter of sleep in the end.
(...) I have to say they (the grandparents) give me a lot of help and are extremely useful, as well, 
with a lot of domestic work, but I pay for this with them interfering with me...
Int: Do you feel like talking about it?
Yes, I mean, it’s exhausting, because you have to, say, ‘draw a line’ because they tend to occupy a
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lot of space, in a psychological way. They think they can advise you all the time about what’s better, 
what’s worse. But it’s a different generation, different needs, different education. But then after 
arguing for a while, a balance can be established, the important thing is to clarify that the child is 
yours and they don’t have to tell me the rules in terms of upbringing. Actualty it would be useful if 
they could show up just when you need them, (laugh) not the other way round.
(...) He (husband) does the most simple tasks, like laying the table or making the coffee, I can’t get 
him to do more, we have different schedules, in the sense that he doesn’t get home before eight- 
thirty. Then he comes in, and I have to wash his clothes etc, and so the moment when he gets home 
coincides with the biggest amount of housework to do.
(...) Then if I want to have some time to myself the thing gets more complicated. Maybe public 
structures should be better organised, it would be nice to create nurseries in the firms. Everything 
would be more simple, because even the fact of having to get my child ready to go to his 
grandparents is a distress and besides they don’t always have the wherewithal to manage the child 
and do what I want, with bringing up the child in a particular way. I’d make my child do different 
things from what my mother-in-law does.
(Elisa, 41, part-time call centre agent, son aged 6 months,)
Elisa reports a  negative work-life balance th a t resu lts  from pressure on h e r tim e, and, 
also, in her case, sleep restriction and s tre ss-re la ted  problems. The most im portant 
critical issues arising from he r narrative will be explored in the following paragraphs, in 
order to make some general observations on the experiences of most of the women in 
the ir forties with children in the sample:
1) A significant constraint comes first from the labour m arket. Despite h e r degree in Arts, 
Elisa has a  short term  contract - a  job situation which is currently  quite common for 
women in Southern Europe. Although the job allows for part-tim e and flexible hours, the 
insecurity of h e r position is not protective or supportive of h e r role as a  m other. Anxiety 
caused  by not having her contract renew ed prevents her from asking for leave and  
compels h e r to comply with the firm’s requests to work extra hours.
2) Elisa’s work position implies an  externalisation of childcare, which is arranged 
through the activation of informal resou rces, in th is case, the grandparents. Such 
collaboration solves a range of practical issues, including support in household tasks, 
but also creates tension, dependency and obligations. First, grandparents have different 
and contrasting models of childrearing; and second, th is m other feels th a t they  in trude 
far too m uch into her life and household m anagem ent.
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3) Societal pressure to provide care informally are central in the choice of informal 
grandparent care. Nevertheless, inadequacy and lack of time-flexibility of childcare 
services in  th is a rea  have a  substantial role in driving Elisa towards the choice of 
informal care. In common with most of the respondents, she acknowledges th a t if 
particular services were a t hand  (e.g. nurseries a t work) her work-life balance would 
benefit from an  easier daytime schedule, more autonomy from family networks, and  more 
personal freedom which would be conducive to a  less constrictive experience of 
motherhood and of life in general.
4) The husband’s attitude towards gender roles in the household confirms a  traditional 
idea of housework division, which fosters an  unequal allocation of unpaid dom estic and 
care work. He delegates all care-work to his wife and parents, and contributes only 
minimally to unpaid labour a t home. This intensifies the ‘double burden’ of the 
respondent, who experiences stress as a  resu lt of h e r expectations of support not being 
m et, and who also perceives herself as not handling the balance betw een work and 
family life a t all well.
5) The overlap of domestic work and stressful household relationships has consequences 
for the respondent’s wellbeing. Elisa’s sleeping hours are restricted, she wake su p  earlier, 
goes to bed later, and has a  disturbed sleep pattern. She also experiences anxiety, 
w eariness and stress-re la ted  disturbances.
The following sections will provide an  in-depth analysis of the above-mentioned issues 
occurring w ithin the sample of working m others in the ir forties.
As explained in section 8.1 th is chapter will elaborate on points 1-3 re la ting  to how 
labour m arket rigidities and lim ited availability of childcare facilities impact on time 
pressure, strain  and sleep. Sections 8.7 and 8.8 will provide an  analysis of how hostile 
job conditions such as instability and lack of flexibility may contribute to sleep 
deprivation and stra in  in women who undertake caring roles. 8.9 and 8.10 will focus 
instead on childcare arrangem ents in the study’s sample, discussing how lack of welfare 
provision can engender extra carework, strain  and codependence within family networks. 
Gender norms and unequal labour distribution w ithin in the household will be discussed 
in Chapter 9. The cost of the interaction among the above m entioned constrain ts in 
term s of sleep restrictions, psychological, physical wellbeing and women self 
actualization will also be argued in  Chapter 9.
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8.4  Labour market constraints
The majority of the interview ees experienced difficulties in combining household work 
with paid employment. A work-life balance situation was felt to be satisfying and 
conducive to health  and sleep w hen it involved factors such as flexible and perm anent 
jobs (e.g. part-tim e or self-employed work), availability of childcare facilities in the 
surrounding area, a  good relationship and support system  with the family and, crucially, 
the partner’s cooperation in  household m anagem ent. The lack of one or more of these 
conditions was likely to create time pressures and stress, accompanied by sleep 
deprivation. The next sections will focus on time constraints coming from paid 
employment. F irst a  few family friendly work situations will be presented; later, the most 
widespread work arrangem ents which were reported in  the sample will be examined. The 
ways in which time constraints arise from critical employment situations, rela te  to 
childcare arrangem ents and impact on fatigue, will be discussed.
8.4.1 Fam ily fr ie n d ly  w ork s itu a tio n s
Only a  few enterprises in the M antua a rea  allowed family-friendly working schedules and  
shorter hours for m others with young children. The interviewees reported be tter tim e- 
m anagem ent outcomes with respect to the labour m arket for women engaged in public 
sector employment (council work, medical-related jobs, teaching), and  in certain  private 
companies, such as banks. These working contexts provided m atern ity  benefits and 
flexible or part-tim e work. Although family care support was still needed to fill in  the 
‘gaps’ between working hours and  nursery/school tim es, these  jobs allowed m others to 
manage childcare with lim ited stress and with reduced time constraints.
Int: Did you keep on working when the children were little?
Yes I got a part time teaching job when the little one was six, so...
Int: Who cared for the children?
The older one went to the kindergarten, the little one stayed with my mother. But I’ve been lucky 
because my husband worked at home and could start to work when he wanted. So he would take the 
children to school himself, when I had to be at work at seven-thirty, he would take care of the 
children. (Barbara, 42, part-time bank clerk, daughters aged 5 and 8)
In a  few situations, full-time working m others could manage a  satisfying work-life 
balance, but th is implied particular household and work asse ts  and substan tia l 
collaboration on childcare from other family members. Most of the women in th ese  
circum stances had  a  husband working a t home or w ith a  more flexible work schedule, 
who could w atch over the children in her absence. Alternatively, grandparents were
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available to undertake extensive childcare. In only one case was a  full-time job m anaged 
exclusively by enrolling the child in a  public nursery. Only Donatella, who worked fu ll­
time as an  educator with psychologically disabled people, was able to fully cover h er 
childcare needs through a  public nursery  which was able to look after the children for 
longer hours.
She (daughter) goes to the nursery. I take her at eight thirty, eight twenty-five and then I pick her up 
when I leave work
Int: So you organise care with the nursery and not with the grandparents?
Yes, also because I don’t have my mother living near, and my mother-in-law works. So I wouldn’t 
have had only other alternatives.
Int: Are you happy with the nursery?
Yes, very happy. She began to go nine months, ago, so... I wouldn’t know how to manage without 
(the nursery). When it closes down for a month, in summer, for August, I have the problem of how 
to manage with her, in the sense that she goes to her grandparents, but you know... I was also sorry 
to overburden grandparents, but on the other hand, it’s fair that the nursery has holidays like 
everybody else...
(Donatella, 42, mental health worker, daughter aged3)
A good combination of labour-m arket opportunities for flexible and  family-friendly 
working hours, formal childcare provision and family support in childcare is key to a 
successful work-life balance, and  important in the prevention of s tre ss  and sleep  
deprivation in working m others. Unfortunately, these arrangem ents were rare  in  th is 
sample. Problems and pressures in work-life balance arrangem ents can endanger th is 
equilibrium and produce extra work and time p ressu res for women. These critical 
e lem ents will be analysed in the following section.
8 .4 ,2  Work and childcare: c r itica l issu es
The majority of working m others reported rigid a ttitudes of employers vis-à-vis th e ir 
s ta tu s  as carers and m others, and also described the ir difficulties with staying in the 
labour m arket during and after pregnancy. Only three women in the sample m anaged to 
get a  reduction in their working hours after childbirth without having to change jobs. As 
shown in Appendix 7, Table A2, most women had to leave their full-time job and seek  
alternative work after childbirth, usually  changing jobs several tim es in search  of a  job 
th a t allowed them  to combine household commitments with paid work. Most highly 
e ducated women found it ne ce ssaiy to change to lower-profile or tem porary jobs in order 
to m eet family care dem ands and tim es. The following respondent, who was forced to
leave h er full-time job as a  de signer after childbirth and  switch to lower paid tem porary
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job in the sam e field, gives a  typical overview of the difficulties faced by new m others in 
the Italian labour m arket:
The labour market is penalising women, because you hardty ever find a part-time job. Factories do 
not give it willingty: they’re looking for people to work full time. (...) Because converse^ they 
would have to take two people, with another person to integrate into the work... by comparison, it 
seems that for a firm the part timer is more costfy than a full timer, I can’t realty tell you why... but 
that’s how it is, they always offer eight-hour jobs. And I don’t feel it’s possible to do eight hours, 
coming home at six thirty, with all the chores still to do, and not being able to see the child. I don’t 
have a serious need to do it (full time job). So the solution I’ve found is to do occasional work from 
home. I see that in this way I can manage and have a modest income, but it’s enough, and while the 
child is little. I’ll go on like this. (Francesca, 40, web designer, child aged 1)
In the ir search for a  part-tim e family-friendly job, women used  several coping strategies. 
The most common will be discussed in sections 8.8.1 -  8.8.4.
8.4 .3  Choice o f  lower-profile or tem porary Jobs
One of the strateg ies for finding part time jobs was to look into lower sta tu s  and less 
skilled employment. The economic context of M antua offers a  wide range of industries 
and m anufacturers (e.g. hosiery, clothes) which employ a female workforce on the ir 
production lines. Jobs requiring lower skills are easie r to get and  som etim es, 
paradoxically, more stable, and  more considerate of m aternity  rights. For example, one 
woman in the sample switched from administrative to factory work because it provided a 
perm anent part-tim e contract and greater balance with h er household responsibilities.
I have a lot of spare time in the afternoon, I leave work and then I am free. No, I have to be thankful 
for that, because you don’t easity find part-time jobs. (...) I was more upset when I worked ftilltime 
in the office, a long time ago. I was a bit more nervous there. Here the job is monotonous but the 
environment is calm: you don’t have problems that you ‘take home’. Whereas, when I worked in the 
office, maybe, it was more stressful, yes. It was harder to sleep. (Nadia, 43, factory worker, 
daughters aged 17 and 22)
Interestingly, Nadia reports how h er previous administrative job was more costly to h e r 
in term s of sleep restriction and stress. Despite factory work being noticeably more 
repetitive, it was perm anent, guaran teed  reduced hours and had  a  friendlier work 
environment, as well as the possibility of m anaging her household work in a  less 
p ressurised  way.
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8 .4 .4  Sh ifting  Jobs a fter ch ildb irth
A typical pa ttern  for new m others was to leave the ir full-time employment and switch 
between several casual jobs in search  of a  position th a t guaranteed  a  lim ited num ber of 
work hours. Professional avenues for women after childbirth were complex and 
discontinuous. The life story of Maria Rosa shows how, after the birth of her second 
child, she had  to leave he r full-time job in an  advertising agency to look for part-tim e 
casual work. In the end, she achieved a  satisfactory work-life balance by working as an  
accountant for h e r husband’s firm.
Now I work occasionalty in my husband’s company - I do some accountancy. I stopped working 
after the birth of my second child. I used to work eight hours in an advertising agency before. And so 
I dedicated all my time, always. I mean it’s a choice I made for them, to be available for them (the 
children).
Int: You couldn’t manage with the full time job?
In fact, when I had my first child -  they have three years’ age difference, my children - 1 worked and 
my mother kept my little boy. But after, when I got pregnant with the second, I quit the job and I 
began caring for them myself.
Int: Have you been offered part time opportunities?
No, unkickity. To be frank, I asked where I used to work, but it was absolutely impossible, because 
they would have to take two part-timers to fill the full-time position, and that would be much more 
costly for them. And then I made a lot of applications everywhere to see if a part-time position could 
be available, but in Itaty we are still behind probabty. Then since I’ve got a primary school teacher 
dçloma, I do a lot of temporary work in a primary school, call it a sort of part time, because it was 
five hours per day, the morning or the afternoon. I worked for several years as a temporary teacher. 
(...) One is still obliged to choose between work and family. I could have chosen to continue working 
full-time, because I had the hick of having my mum and my mother-in-law who helped me out. At 
least, here in the countryside we don’t have any other choice, there aren’t so many nurseries. To tell 
the truth, the fact of deciding to stay at home implied giving up my career... but then I said to 
myself, ‘Î  did want the children. I’d like to bring them up.”
(...) When I used to work with the first child, I remember that it was definitety not a serene period. In 
the sense that I remember it was very busy: wake up in the morning, get my son up, take him to 
Mum, go at midday and pick him up for one hour, then bring him back. It wasn’t a very peaceful 
time... a lot of hassle. Also because I felt guilty, because I did not spend a lot of time with my boy, 
just in the evening, to get him to bed, so basically (laugh) somebody else was bringing him up. 
(Maria Rita, accountant, 46, sons aged 17 and20)
152
This life story illu stra tes the struggle a  working m other faces w hen confronted by the 
choice of keeping a  full-time job or accepting a  low er-status job or casual employment. 
Combining a  full-time job with household responsibilities means delegating unpaid care 
work to family networks, which may cause feelings of guilt about not being a  good 
m other because there is ‘somebody else bringing up the children’. Accepting temporary 
jobs, on the other hand, proved frustrating  from a professional and  financial point of 
view. In the case of Maria Rosa, the lack of nursery  service provision and e mployers’ lack 
of flexibility about part-tim e work played key roles in constraining h e r work-life balance.
8.5 Generational variations in childcare arrangements in Mantua
As previously discussed, the cu rren t generation of women tend  to use th e ir time 
differently from the older generation, investing more in paid work and reducing 
reproductive care work and domestic work by outsourcing it. Informal inter-gene rational 
care is still highly used, but a  significant num ber of women are starting  to use 
alternative resources. This choice between informal inter-generational care versus formal 
(state-provided or private) care was found to depend primarily on income, social class 
and the educational level of the m others.
Previous research  has reported that, with 38% of children aged 0-3 a t nu rseries, 
M antua’s ratio is higher th an  the national Italian average (Grisotto, 2006). Most 
nu rseries are concentrated around the urban a rea  of Mantua (Grisotto, 2006). The 
highest percentages of children in nursery  care (57%) are sons and daughters of 
professionals (employees, teachers, educators, social workers etc.). These social 
categories are also the m ain users of extra-curricular activities in primary and secondary 
schools, and sum m er activities. They also have more economic re sources and negotiating 
power in the household th an  non-professional mothers, which gives them  greater control 
over the delegation of some of the care work to external services. Low er-status women 
tended to be re luc tan t to use private care services. They considered it expensive and 
‘posh’, costly and unnecessary. This economic argum ent generally accounts for those 
women giving up paid work to undertake the traditional full-time housewife role, a t least 
during a  child’s early years.
Hence more educated women tended to use more of their financial resources to 
safeguard their professional lives, and  utilised services offered in the surrounding area. 
In all cases informal care also needed to be utilised in order to fill the gaps of formal care, 
which did not m eet all the ir caring needs and did not seem  personalised or flexible
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enough. However in some cases grandparents insisted on looking after the children, and 
were even offended by the paren ts’consideration of external care, believing it to be both 
unusual and needlessly expensive (8.9.3). The analysis of the interviews showed how the 
reintegration of women into the labour m arket and successful work-life balance 
depended not only on labour m arket flexibility or the availability of jobs, but also on the 
presence of reliable, flexible and affordable childcare services in  the area, as well as 
logistical and emotional support from the ir family (i.e. mothers) and  husbands (chapter
9). In all, the relationship between paid labour and unpaid care and domestic labour 
appeared crucial in defining wom en’s wellbeing and sleep patterns. Its specific 
consequences for women’s health , sleep and overall quality of life will be d iscussed in 
sections 9.6 and 9.7.
8.5.1 Experiences o f  pu b lic  ch ildcare services
Section 8.4.1 has shown how a satisfactory work-life balance is possible w hen nu rsery  
services are public, available and well organized, allowing women not to depend on 
grandparent care and to undertake a full-time job. However, public n u rse ries  were 
generally rare and applied very restrictive selection criteria  (as reported by Francesca, 
Laura, Cristiana, and Monica). These concerned income, household composition, 
availability of grandparents or other informal resources to provide childcare. 
Consequently, several respondents turned  to private nu rseries th a t were recognised as 
good but cost the equivalent of a  part-tim e salary. N urseries were not spread evenly 
across the provinces, with a higher concentration of them  around the m ain city and  a  
relative lack of services in villages and the countryside:
In this little village where we live, services are very few: there is one nursery, which is pretty 
inaccessible, in the sense that it has the highest prices. Excellent anyway as a stmcture, because it is 
managed by an exceptional cooperative, I liked it a lot. Maybe if the costs were lower more people 
would benefit from it, probably I would have used it before. In general it seems to me that the 
services for earty infancy are lacking a bit everywhere, so if mums had a bit more he%) from this 
point of view maybe they would have more children. After which if mothers like me are lucky to 
have grandparents available, after all it’s not so heavy. But that would need some improvement, 
maybe also the day nursery at work, or to improve the day nurseries. (Maria Rita, 46, children aged 
17 and 20)
Lack of childcare facilities adds to other problems, such as school schedules being 
incompatible with work schedules. This also forces the involvement of informal resources 
in childcare:
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In terms of structures that canhe%) a mother, there is basically nothing. If I did not have the 
grandmothers, I would be full of problems, I should have to take a childminder, someone that costs a 
lot. For example, there are no structures that can look after the children in the afternoon after school 
Sometimes there are post school services, but it takes a minimum number of requests, there have to 
be... a series of conditions that are not always there. Like for example here in (town) children cannot 
go into school before eight. I leave to go to work at 7.30, where do I leave the child? I need 
somebody to take care of her.
Int: Somehow rigid...
Absolutely! The mornings when I have to go to work far away, it has already happened that I had to 
leave at 7 in the morning, I always in any case need somebody to he%) me... if I didn’t... there aren’t 
any structures that can take the children from 7 in the morning, like there are in other areas. Not here. 
But for example, in Emilia they are much ahead from this point of view. (Cristiana, self employed 
archeologist 40, daughter aged9)
The absence of good state  -provided childcare increases domestic unpaid care-w ork for 
women, affects women’s choices on work quality and contributes to fatigue. This stra in  
does not only take its toll on m others, some grandmothers also report a  sense of burden 
and fatigue in caring for grandchildren (section 6.4.8). Informal intergene rational care 
and its compensation for lack of welfare facilities is exam ined in the next sections.
8.5 .2  In tergenerational inform al childcare
A crucial factor affecting women’s work-life balance is family support. Having a  strong 
family network to offer support reduces the m other’s experience of pressure , s tre ss  and 
sleep deprivation and com pensates for welfare gaps. Successful coordination betw een 
parents and grandparents w ith respect to childcare is central to the success of childcare 
arrangem ents, the serenity of the m other, and the quality of he r life. The need  for child- 
rearing support accounts for m any women choosing to live close to the ir parents. Adele, 
who primarily worked shifts as a  full-time obstetrician, recalled how she m anaged to 
combine childcare with h e r special sleep timings by moving to live on the first floor of h e r 
paren t’s house :
When I married and had a family, I had already decided I would stay in 
my parents’ house, because having seen the experiences of my colleagues, 
who had a famity with children, all those were very problematic, from an 
organisational point of view. You know, with children, you have to go to 
work, the child is ill, the baby sitter doesn’t come ... So I made this choice, 
obviously my husband agreed, living like this, at least I am tranquil from a 
famity point of view ... Obviously, when children are little and start crying,
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you know, you are the one who wakes up, before your mother. The commitment 
was always there, but it was shared with my parents.
(Adele, 58, retired obstetrician, children aged 23 and 33)
Much of the success of th is coordination is due to the relationship be tween m embers of a 
family. Networks of sisters seem  to work better th en  gender-m ixed netw orks both for 
child and elderly care. Therefore where inter-generational relations are positive, informal 
care for children is a  choice. G randparent care is convenient, available, of h igher quality 
and more flexible th an  formal nursery  care. G randparents are often caring and 
affectionate, so whenever the relationship between parents and grandparents is positive, 
women tend  to choose informal care regardless of the ir socioeconomic s ta tu s . However, 
occasionally parents disagree with grandparents’educational models, and grandparents 
intrude too m uch in  the m other’s household m anagem ent. Tensions w ithin the family 
can mount and  become a  source of stress. The next section reports a  few experiences of 
family-managed childcare.
8.5 .3  G randparents and  childcare: so lid a r ity  and codependency
Many women reported positive experiences connected to childcare by grandparent(s). 
Indeed, some did not conceive of the possibility of using care external to  the wider family 
and recognized the value of the affection of the grandparents towards the children, as 
well as the high quality, flexibility and low cost support they provided. The following 
extract describes a  woman’s positive experience of grandparent childcare :
Int: If you had to choose between a nursery and the grandparents (for child care)? 
Ah, the grandparents.. .the grandparents for sure. I would choose the grandparents because they have 
been incredible, most of all from an emotional point of view. I see the relationsh%) that exists, still 
now between my son and the grandmothers. It is a recçrocal hety, and an affection that completes 
rec^rocalty, both for my son and the grandmother, that sees him almost as her own child. We all 
give each other a lot of material support, besides affection, the grandparents, the parents and the 
grandchildren. Unkickity traditional families are becoming more rare, we are all more isolated than 
before, when the famity was much more united and enlarged. (Loredana, 54, primary school 
teacher, sons aged 32 and 33)
Int: Do you find yourself happy with the solution of grandparents care?
Very. They are always available, they are more patient, more kind, they help also with some little 
house work (laugh.) (Cristiana, 40, archeologist, daughter aged 9)
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On the other hand, som etim es codependent relationships betw een m others and 
grandparents can become a  source of stress. Women report how grandparents can be 
intrusive and forward, interfering with the rearing of the children and the m anagem ent of 
the household, and constraining the autonomy of the parents. Furtherm ore, 
grandparents can have different educational models or, according some m others, can 
spoil the children. This is why, despite being offered free childcare by grandparen ts, 
some women choose to put the ir child into a  nursery  during work hours:
Int: Why did you choose the nursery?
I wanted to maintain a connection with the world of work, not detach completety from my 
profession. And then for an educational choice, because being an only child, I don’t want her to grow 
up among adults that please and spoil her. Then also for the mother it is a choice of greater 
independence from relatives. (Francesca, 40, daughter aged 1)
The informal support in child care-work, sought by women to reduce the ir workload and  
stress, supports the concept of ‘ambivalence’ in in ter-gene rational relations (Luescher 
and Pillmer, 1998), and highlights the intrinsic coexistence of contradictory fea tu res in 
kin relationships, be tween inter-generational solidarity and conflict. Informal childcare 
provided by grandparents allows a warm, flexible and affectionate support for 
grandchildren and parents, but in other ways it can create codependency, obligations 
and conflicts. This shows how the impact of childcare on working m others’ sleep  and 
wellbeing arises not only from the practical issues of time -poverty and the double-burden 
of work overload, but also from emotional aspects stem m ing from in ter-generational 
relationships. In addition to the relationship w ith parents, another source of ambivalence 
and possible emotional distress is the relationship with the ir partner, which is also the 
subject of the next chapter.
8.6  Conclusion
This chapter has d iscussed the major work-life balance constraints th a t contribute to 
intensifying the effect of care -work coming from labour m arket, lack of welfare provision 
and the gaps in the informal solidarity system  in Italy.
The narratives of th is cohort of midlife women illustrate how increasing participation in
the workforce has led to an  inevitable clash betw een work and care tim es. In th e ir life
stories, women of the la tes t generation articulate the relationship betw een productive
and reproductive work differently from the previously analysed older cohort, experiencing
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a substantial incompatibility betw een the two types of work, and attem pting to enact 
strategies of carework ‘containm ent’ (Di Nicola, 2005) or outsourcing. Nevertheless, the 
change in women’s roles in society, in particular the increase in women’s participation in 
the labour m arket, seems to conflict with the resilience of traditional arrangem ents for 
domestic labour. Women are still more likely to undertake household responsibilities, 
with a  reduction or modification of the ir participation in external paid labour.
Data analysis exemplify th a t lim ited availability of family friendly jobs and low welfare 
provision of childcare increase domestic unpaid care-w ork for women and family 
networks, and affect women’s quality of life and levels of fatigue. These factors contribute 
to time constraints and sleep restriction  resulting  both in fewer sleeping hours and in 
emotional s tre ss  and anxiety (sections 9.6 and 9.7).
The fu rther impact of societal and gender norms on the burden of care giving and 
consequent sleep poverty is the topic of the next chapter. The analysis will focus on how 
societal pressures and gendered division of labour in  the household, in conjunction with 
restrictive work schedules and limited childcare support, can increase fatigue, aggravate 
sleep disturbance and affect women’s career, leisure and social activities and overall 
quality of life.
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Chapter 9  
The in fluence o f  gender and cu ltural norm s
9.1 Introduction
The previous chapter provided an  overview of how practical constrain ts imposed by the 
Italian labour m arket and welfare context affect women’s work-life balance. This chapter 
will analyse how gender, cultural and socialisation norms m ediate the impact of 
care giving on working women in the ir forties. The analysis refers, as in Chapter 8, to the 
cohort 40-50, in particular to 19 working m others, who mostly em phasized issues about 
negotiation of gender norms and the division of household labour.
In South European countries, the social and ideological s tress on the family as the core 
of society and the Catholic values of m utual responsibility w ithin the family have always 
em phasised the m otherly role of women, and culturally consolidated the image of the 
housewife with high standards domestically who is also specialised in care work (section
3.7).
Within th is sample, only two women under fifty had  always been housewives, never 
engaging in  paid work, the 'full-time housewife' arrangem ent being presently uncommon. 
Nevertheless, the analysis of the interviews illu stra tes how community and male 
a ttitudes seem  to be anchored in traditional expectations associated w ith full-time 
motherhood and housekeeping, which were assum ed and accepted in  the older cohort of 
caregivers.
It m ust be clarified, however, th a t th is chapter will report sta tem en ts about carers ' 
husbands, although m en are not included in the sample. What are reported here are 
women’s narratives and perceptions about the ir male pa rtn e rs’ support. Men's 
contribution to care giving is also m entioned in  narratives elsew here in  the thesis  (i.e ., 
Chapter 5 and Chapter 9). Here we focus on female caregiving, within their roles as m ain 
carerw orkers and with the ir perceptions of p a rtn e r’s support.
As previously explained, (section 3.7) in Italy the increase in the female labour force in 
recent years has not been fully compensated by a sim ilar decrease in women's household 
work. Men's contribution to childcare and domestic labour is very limited, thus gender 
specialisation within the household has rem ained relatively unchanged, especially with 
re spe ct to unpaid care .
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Time constraints associated with work-life balance are therefore not fully explained by 
the incompatibilities between childcare and work commitments. A crucial factor is the 
unbalanced allocation of caring and domestic responsibilities be tw een m en and women. 
Negotiations about care and domestic work commonly take place and often resu lt in 
unequal arrangem ents th a t create extra unpaid work for women, and tension betw een 
the couple because of unm et expectations about childcare and domestic support.
This chapter will investigate:
■ the impact of gender im balances and the non-cooperation of male partners;
■ the stra in  and extra unpaid work caused by the unequal division of labour w ithin 
the household;
■ the impact of cultural norms and pressures relating to caring and domestic work;
■ how such constraints, jointly with society’s gender-role expectations, call into 
question women’s self-perception with regard to the ir professional and  caring roles 
in society;
■ the overall effects of a  poor work-life balance and ‘double shift’ work on wom en’s 
sleep quality, wellbeing, quality of life, personal and leisure time.
■ policy suggestions and activities to improve women’s wellbeing proposed by the 
interviewees.
9.2 Unequal work distribution in the household
Most women in the younger cohort wished for a  greater involvement of th e ir husbands in  
daily care duties. Husbands generally seem ed to ‘help out’ ra th e r th an  equally sharing 
caring burdens and the overall household management. They were generally reported to 
have felt they had fulfilled the ir family commitments once they provided an  income for 
the family. By contrast, women felt they have to justify  not only the ir spare time but also 
the ir external paid work and prove th a t th is did not make them  ‘bad’ housewives and  
m others. It was generally well accepted th a t a  woman had  an  external job, but only w hen 
th is did not upset the family balance and household organisation. Therefore, a  double 
workload still fell mainly on women. Male partners participated marginally, performing 
secondary tasks, but were very rarely  co-responsible.
I can say that in the evening, having worked all day outside home... I can’t expect that... he gives
me a hand, but not that much. I can’t expect that he cooks because he has never done it: he helps me
160
out in the sense that he cleans up the table while I get my little girl ready for bed. But anyway I 
change the child, I prepare the feeding bottle, I put her to bed. I’ve tried to say, “Let’s alternate -  at 
least you could get the child to bed. So I could wash the dishes and instead of finishing at eleven, I 
would finish at ten.” Instead, because the child hasn’t been used to falling asleep with Dad, she asks 
for Mum, but it’s just a matter of training. (...)
He says, ‘1 can’t cook, I can’t iron,” but in any case the point is that he doesn’t want to do that. He’s 
not saying, for example, ‘OK, I’ll learn. I can iron my shirts since you’re busy with twenty things at 
the same time”.” Instead he says, “If you can’t iron the shirts, don’t do it now. Just do it when you 
have time.” But then when the time comes and there are no more ironed shirts, I have to iron them.
So yes, he hetys me out but we are not realty interchangeable, unfortunatety. But this is culturalty 
rooted in Italian males. There’s nothing that can be done. Most caring is up to the mother, even 
among the culturalty higher classes ... both of us have a university education and we should be able 
to detach ourselves from this tradition of role division, but we can’t... I mean I couldn’t get him to 
listen. (Francesca, 40, webdesigner, daughter aged 1)
The persistence of couple’s unequal power structu res, embedded in traditional gender 
norms, made women feel th a t they needed continually to renegotiate th e ir roles. 
Although these roles were mediated by the couple’s social and educational s ta tu s , as in 
the case of France sea, women stiU took charge of most of the household responsibilities. 
Educated women tended to question the unbalanced domestic roles more th a n  women 
belonging to the working-class (section 9.4). Also, power inequalities were rarely  brought 
up in the narratives of older women engaged in role of full-time housewives and 
be longing to traditional backgrounds. On the other hand, women in the younger cohort 
frequently re ported feelings of injustice about th is division of duties, and  attem pted  to 
bargain their position in the household according to the ir negotiation power (sections 9.3 
and 9.4).
9.3 Husbands and comm unity attitudes towards gender roles
Men’s a ttitudes towards gender roles and the labour division were shown to shape the 
professional and childcare choices of women. A husband holding to a  traditional ideology 
of motherhood typically tended to be unsupportive of his wife’s professional life and  to 
implicitly influence her to stop working outside the home. The life story of the following 
respondent shows how he r husband’s and community a ttitudes towards m otherhood 
have pushed her to leave a job in tourism  th a t she liked, ra th e r th an  the constrain ts of 
the labour m arket and lack of public childcare support.
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I was working in tourism before I got married. Then I had to leave work because I was married and 
had a child.
Int: Y ou mean you couldn’t get a part-time job?
No, we had to be there all day. Having the child, I didn’t know whom to rety on... My parents live a 
long way away in (region in the Alps)... I know some women use nurseries.. .But my husband never 
wanted to send the children to a nursery or anything like that, because “It’s nonsense that you should 
have to go to work to bring in money for them” He has that kind of mentality, so I had to stay at 
home and that was that. (Angela, 50, part-time factory worker, son aged 26)
Husbands can put pressure on the ir wives to stop work and stay a t home or will do so 
implicitly by leaving the en tire  burden of housekeeping and childcare to the ir wives or 
other female relatives. Research em phasises th a t th is Tnale veto’ may resu lt in g rea ter 
s tress and diminished wellbeing for women who do increasing am ounts of paid work and 
a t the same time continue to manage the same level of unpaid work (section 3.7.3). This 
sample supports th is assertion. H usbands’disinterest in family m anagem ent and in the 
stra in  by most of the respondents.
- Int: How do you coordinate with your husband how to manage famity responsibilities?
- There’s not much to coordinate. He comes home at seven, so I can’t rely on him. He he%)s me a 
little in the time before they go to sleep, for the rest... he’s just here Saturday and Sunday. (Barbara, 
42, part-time bank clerk, daughters aged 5 and 8).
The husbands’upbringing and relationship with the ir m others was cen tral in defining 
m en’s a ttitudes towards household work division. Husbands who came from traditional 
households, with m others who were full-time housewives, were generally not 
collaborative.
Er ... to be honest, the greatest burden is mine (laugh), unfortunatety. But let’s say that during the 
years he has improved... a bit because of the education he’s received. His mother was a housewife, 
she used to do., .well, even now she does everything for him. (Marta, 42, music teacher, son aged 8)
Collaborative husbands, on the contrary, generally had  a  working m other or an  
upbringing th a t made them  more independent from a  household point of view. They 
tended to be educated and have the type of job th a t allowed them  to be a t home or have 
more flexible hours to take care of children. They were generally m arried to educated and 
professional women. If the wife had  a  socially recognized good income job, su c h  as 
teacher or public employee th a t did not upset particularly the family m anagem ent, she 
was more likely to get help from her husband. A few women in the sample claim ed to
162
have a  satisfying division of domestic responsibilities. They saw themselves as lucky’ and  
pointed out th a t the ir supportive husband was uncommonly ‘good’.
My children were quite good. When they were little, if they didn’t feel well at night and woke up a 
few times, my husband would go to them [laugh]. He is much more patient during the night than I 
am. So ... he could settle things. But now the children are grown up. I’m happy that they can take 
care of themselves, and my husband is good too; he cooks when I’m out at work and so... (Maria 
Rita, 46, accountant, sons aged 17 and 20)
A. (husband) is a teacher. After a morning at school he’d come home for lunch and then gwe private 
lessons at home. So he was a reference point, in the sense that he was at home, so when our daughter 
wasn’t at nursery, he could look after her. {Monica, 40, secretary, daughter aged 9)
The social context where the couple lived also played a  key role. A community th a t 
supported ideologies of gender equality would be more favourable to women’s position, 
while a  more patriarchal environment would reinforce the husband’s assum ption th a t he 
had  the right to delegate domestic duties to his wife, irrespective of he r education and 
economic sta tus. To legitimise the delegation of unpaid work, domestic work was often 
degraded by bringing stereotypes of le isu re ’ into play (Oakley, 1985). These beliefs 
appeared in the narratives of women:
He says, ‘I t’s your job to do the housework: I’m out at work all day, while you are at home and can 
rest.” But it doesn’t work like that. After a while, obviousty, to avoid a coiq)le break up I gave in... I 
stopped saying, “You need to hety with the housework too” ... because it’s one of those things that 
... it’s better not to talk about. (Francesca, 40, self employed, web designer, daughter aged 1)
The clash about housework, despite its apparent triviality, constitu tes grounds for 
household power conflict. From the early years of m arriage it defines roles in the 
household and the onset of gender inequalities in the distribution of unpaid, lower-profile 
work. These inequalities in workload are generally played out across the life cour se  and 
intensify with higher care commitments, such as additional children or elderly care 
(section 3.7.2). The conflict about the division of labour was often felt, as by Francesca, 
as non-ne gotiable, which can put a t risk  the couple’s balance if pushed too far, inducing 
stress  and conflict (section 3.7.3).
Previous research  in the a rea  of Mantua (Carnevali, 2006; Grisotto, 2006) has pointed 
out the impact of lack of logistical and physical support from the husband on wom en’s 
work-life balance and wellbeing. However the present data  emphasizes th a t the degree of 
emotional and moral support is also crucial. Most of the stra ins and im balances in the 
performance and m anagem ent of care stem  from the lack of a  quality relationship  and
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m utual support and tru s t among partners. What women seem  to require is first, an  
acknowledgement of the care and labour th a t are required in  the home, which are far 
from being leisurely and, second, cooperation in term s of psychological and moral 
support.
9.4  Socio-economic factors in negotiation about household labour
The level of education or the prestige of a  woman’s occupation positively influenced the 
capacity for negotiation with the partner, in relation to both childcare and  household 
m anagem ent (section 9.2). B etter educated  m others were more likely to attem pt to 
establish co-parenting and power-sharing, reduce care work and focus some of their 
energies and in te rests  elsew here.
The social respectability of women’s paid work was also important. Women who had a 
stable, fixed income and well-recognised job had  more negotiating power in  the couple 
th an  women with precarious or lower-income jobs. H igher-status jobs th a t did not 
guarantee a  good, regular income were likely to enjoy less recognition. A public employee, 
a  woman working in social services or a  teacher might have more negotiating power th an  
a  woman working in journalism  or the arts , because the irregularity in  pay and working 
hours in these  latter jobs upset allocation of unpaid labour and household m anagem ent 
to a g rea ter extent.
As discussed above (section 8.6), educated working women tended  to outsource child 
care and domestic work more th an  the ir less weU educated counterparts. They were more 
likely to use public and private care facilities and to employ private s ta ff to take care of 
the heavier domestic duties.
Once a week a cleaner comes to do the heavier cleaning. By choice, I don’t dedicate much time to 
housework. In the afternoon I prefer to do activities with my child: we go to the library, on little 
trçs, do things together. The house comes second.” (Paola, 45, project manager, child aged 12)
When she was very little, there were no public services: I had a girl that came the first year when I 
was teaching piano in a private school, and so I went to school in the afternoon but not every day: 
two or three times per week this girl came and looked after her. Then when she was five my husband 
used to take care of her... Also, for a while, my mother came up to hety. (Marta, 42, music teacher, 
child aged 8)
Women from the working class were less likely to employ outsiders to do housework and 
childcare, as they felt they would be criticised for wasting money and for not being
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proper wives and housewives. They were also less in a  position to claim alternative 
commitments to counteract housework duties.
9.5  Sense of guilt and perception of performance
As well as p a rtn er’s support, the cultural norms and high expectations of motherhood 
and housekeeping produce considerable s tress  in the a tta inm ent of work-life balance. 
Women report feeling guilty w hen they do not manage to combine housework and  paid 
work well; most of them  are implicitly rem inded of the major importance of these  roles. 
Although the new generation of working women generally declares th a t they  give less 
importance to housework, preferring to spend time pursuing paid work and personal 
leisure, they report a  sense of guilt for leaving a house th a t is not perfectly clean.
I take my child to nursery at nine, then I go back home and I tidy up at home a bit, just so as not to 
feel guilty. I wash the dishes, make the bed or do the laundry, that sort of thing, because at ten I want 
to start working.
Int: Do you feel everything should be in place?
Rationally no. But for example I’m annoyed if everything is not in place. It’s a difficult thing to 
explain. But there’s always this sense of guilt, that everything should be in place and it’s not, 
because it can’t be: one has to make a choice. But after all, if you allow yourself a bit of slack, gwe 
yourself priorities, you can manage. (Paola, 41, project manager, son aged 12)
Int: Do you feel you reconcile work and family well?
You mean if I manage to get everything sorted?
Int: Yes.
Let’s say not that much, compared to how I would like things to be, I don’t always manage. 
Sometimes the house is all upside-down and I like the house to be fairty tidy. I don’t always succeed 
in that, I mean. Compared to what I would like, let’s say... Well, I have a lady who hetys me with 
the ironing, at least that. (...) I sort of manage, in the sense that it’s not how I would like it, but I’m 
resigned to it and accept it. (Daniela, 42, mental health worker, daughter aged3)
Women always seem  to feel the need  to justify  putting housework in second place and
are very aware of criticism  from family m em bers on th a t score.
I have to say I’m not a model housewife. I’m not fanatical about having everything shiny and
sparkling: I’m convinced that a house has to be lived in, obviously cleaned, in the sense that hygiene 
must be there, but I don’t care that much if it’s a bit untidy, even though one of my sons is ‘tidiness’ 
personified and always makes me aware of my deficiencies, but I don’t go crazy about this. I achieve
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a bit of a balance. The house has to be clean, yes, but not like a ftimiture shop. (Maria Rita, 46, 
accountant, sons aged 17 and 20)
To sum  up, the reconciliation of multiple tasks and the extra social pressure to be a  good 
m other can create for women a  negative perception of the ir own performance and  bring 
about feelings of frustration. The sense  of one’s own efficiency in m anaging multiple 
roles, and of personal achievem ent in m anaging tasks re la ted  to family and work, is 
strictly related to stre ss and wellbeing and is m oderated by the couple’s relationship  and 
the expectations of partners and community. The quality of a  couple’s relationship  and 
the existence of a  solid bond and m utual support are decisive to women’s work-life 
balance. The expectation of partner support is also crucial; the sense of a  successful 
work-life balance is facilitated where a partner and  the surrounding community convey 
understanding and sharing. On the other hand, unm et expectations of support create 
frustration and an  arrangem ent th a t weighs more heavily on the shoulders of women in 
term s of s tress  and psycho-physical symptoms. A gender perspective is therefore 
fundam ental to understanding the effects of care work on women.
9.6  Constraints on leisure and private life
The extra am ount of unpaid labour undertaken  a t home inevitably affects the quality of 
life of women. Not only can women’s professional choices and opportunities be restricted, 
but also the ir leisure, intellectual and self-fulfilment activities are notably constrained.
Interviewees reported th a t the internal conflicts created by a  poor work-life balance were 
perceived as deleterious to self-perception. For instance, taking on work of a  lower s ta tu s  
or leaving work altogether for the sake of family commitments reduced the pressure  of a  
higher-level job and allowed more time for the family and a more relaxed  daily routine. 
However, in women with a  high standard  of education, such a  choice entailed the loss of 
their pursuit of self-development and could thereby create dissatisfaction, frustration  
and lowered self-esteem .
Care duties were perceived as competing with spheres of personal achievem ent and 
social confirmation, which first and foremost refer to work. Having to give up  m ost self 
defining activities in favour of motherly roles and domestic labour created  in respondents 
dissatisfaction and frustration. The family sphere did not fulfil th e ir  aspirations, as it 
prevented them  from pursuing their self-development, both in the ir professional life and 
in  their leisure time. This often affected the ir self-esteem  and created  a perception of a 
dim inished role in  society.
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Moreover, the large am ount of time use d in  unpaid domestic work reduced or altogether 
eliminated another important sphere of personal fulfilment: leisure. Personal in te res ts  
and cultural or social activities were seen  as important in giving wom en a  social 
dimension th a t was not strictly confined to the household. Yet it was difficult for women 
to engage in such rew arding activities w ithout feeling guilty or having to to lerate the 
reproach of others, given the w idespread social em phasis on household and caring 
duties.
Social expectations about motherhood in Italy typically prioritize household and  caring 
duties over personal time. Leisure outside the m othering role, including social and 
intellectual activities, w as still stigmatised as futile and capricious, synonymous with the 
neglect of family roles, a  'selfish am usem ent’ (Land and Rose, 1985, p. 76) which it was 
women’s duty to dism iss in favour of family obligations.
Nevertheless m any respondents reported how such activities were vital to th e ir self- 
definition. In particular, highly educated women resen ted  being constrained w ithin the 
lim ited boundaries of housewifery and lived with the stra in  of the clash  betw een ‘self 
development’ and ‘self sacrifice’ (Land and Rose, 1985, p.74).
Indeed, among the interviewees, women were m uch more likely to give up th e ir personal 
time th an  the ir husbands were. If work time was already difficult to defend, social 
support for leisure time was even weaker. Conversely, as shown in section 8.3, m ost 
husbands continued their leisure activities such as sports and social m eetings w ithout 
particular problems, w hereas sim ilar activities were considered impossible for a  wife 
because of her entire responsibility for childcare and domestic work.
Some women found th a t in  this restriction of personal space, work became the only 
space they had for themselves. The following respondent feels she had  to ‘defend’ h e r job 
space, as her only source of self-fulfilment, economic autonomy, and  avoidance of social 
isolation.
The key is to consider work more like a space for yourself: then, if you consider the hours of work 
the hours for yourself, everything is seen in a different perspective, as in: “Ah, how nice. I’m finally 
working!”
Int: So you’re saying that it’s not like when you used to work before childbirth, where the hours for 
yourself were after work?
Yes, exactly, that perspective has changed. I like the work that I do, so those hours are the ones that 
give me more satisfaction. In fact. I’m impatient to take my child to nursery so as to be able to sit in 
front of the computer. Whereas before I’d do eight hours in front of the computer and come home
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feeling alienated and disoriented. So the standards have changed. Now, because I manage these 
hours independent^, I feel more satisfaction and less stress. The stress comes with housework. I 
partly solve it by employing a cleaning lady, which allows me to devote the rest of my free time to 
my child. (Francesca, 40, webdesigner, daughter aged 1)
Frustration  as a resu lt of not being able to carve out moments of freedom and self­
development during the day also surfaces in the following extract.
The balance changes between when you are a single and when you have family responsibilities; the 
whole pattern of your day changes. I’ve discussed this with other women and I see that my situation 
is very common. The whole day is taken up with cooking and domestic activities and childcare and 
there’s no longer any time or space for reflection, reading and conviviality. For my part, this 
represents a drop in my quality of life, because there has to be a moment when you are not working, 
when you don’t do anything productive and just enjoy being together. For example, in the evening 
you’re always doing things that are necessary but repetitive, always the same. It’s a burden, this 
routine. It doesn’t allow you any way out.
Int\ A way out?
No. The fact that I can’t decide to go to the cinema because I have these things that have to be 
done... It’s like having an obligation that you just can’t get out of. Maybe for a person that identifies 
more with family and domestic life this is not a problem, probabfy it’s subjective. (...) But for me the 
evening was a time for reading, an oasis of peace, of detachment from the worries of life, and now I , 
don’t have this space anymore. And it’s difficult to get it back. This is the thing that’s struck me 
most since my baby was bom, because I thought she’d go to bed earfy and we’d have time to 
ourselves, instead, no... this is something I can’t cope with. (Francesca, 40, webdesigner, daughter 
aged 1)
The following respondent, on the other hand, notes how keeping a  high standard  as a 
good m other and housekeeper clashes with time for practising as a  m usician, creating  a  
sense of guilt in both directions.
I have little time for myself, or I have to force myself to take it. If I force myself to play the piano, 
then I can, and that means leaving some of the jobs around the house undone. But then I’m too fussy 
and I hate to see things out of place. Or I feel guilty because I haven’t done those tasks around the 
house, I also feel it shows my poor character (laughs). But if I make myself do the housework, then I 
feel sorry because I haven’t been able to play. (Marta, 42, music teacher, son aged 8)
The reduction of private time, particularly for educated women, is often connected to 
feelings of stress and dissatisfaction. The converse, as discussed in section 9.8, is th a t 
w hen women are able to se t aside time for them selves to pursue social, sporting and
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creative activities, th is has beneficial effects on the ir self-perception and self­
development. Complete dedication to household activities and  the sudden compression of 
social life and space for self-development create, especially in women who u sed  to have a 
richer cultural life, engenders feelings of isolation, lack of scope for self-development and 
for the fulfilment of their complex needs and a feeling of having ‘no way out’. All of th is 
contributes to their perception of m arriage and motherhood as a  competitor and  a  th rea t 
to the ir professional achievem ent and  quality of life.
9.7  The impact of poor work-life balance on wellbeing
Time constraints from labour m arket, unpaid home labour the lack of formal or family 
support in childcare, was reported to create a  vicious circle of sleep lessness, w eariness 
and stress-related symptoms. Younger interviewees often associated sleep poverty with 
fatigue, nervousness, anxiety or depression, and in some cases physical ailm ents. As 
seen  in section 8.3 a  poor work-life balance and restric ted  sleeping hours can  produce 
sleep poverty in conjunction with stress related disturbances such as anxiety, m uscular 
aches and tachycardia. O ther respondents reported more fatigue re la ted  problems. For 
instance, Barbara describes her dim inished performance and  memory a t work, 
accompanied by a  general nervousness and feeling burned out.
My daughters keep on waking up at night, so I have to go to them (...) I don’t know if this is a matter 
of sleep or what, but my performance at work and memory get worse and worse, and, well, then in 
the evening I’m always exhausted ... nervous... I do not know if this is due to that (sleep loss) or to 
my hectic lifestyle. But if I have to describe how I’ve been lately, yes. I’m very nervous and have 
terrible lapses of memory. {Barbara, 42, bank clerk, daughters aged 5 and 8)
Cristiana, self employed, commenting on the long hours of h e r job and household 
dem ands, reports hormonal problems:
I’m tense and nervous, which can turn into stress. Physical^ I do not feel well, at a hormonal level 
probabfy. I get spots on my skin, changes in my monthfy cycle - this happens at my busiest times. 
(Cristiana, 40, self employed archaeologist, daughter aged 9)
On the other hand, Veronica had constant sleep deprivation for two years after the birth 
of her two sons, who did not sleep a t night. The experience was associated w ith both 
depression and insomnia:
For a year after my children were bom I had... well, a period of depression and that brought on a lot 
of insomnia. This went on for a long time where I felt bad, it’s the last thing that abandoned me. In
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fact, I was always dead asleep in the morning at work [...]. This weariness, in everything I do, annoys 
me, both from a physical and intellectual point of view, and I can’t stand feeling like this. I took 
sleeping pills for that year and now I keep them with me just to know they are there. Because I’m 
still a bit of an insomniac. When I know that I’ve a busy day at work I take a sleeping pill at 
midnight, or at one o’clock in the morning. I say to myself, ‘Why are you taking a sleeping pill? You 
won’t wake up in the morning’. But actually I do wake up and at least I can be sure that I’ll get some 
sleep. (Veronica, 43, self employed architect, children aged 7 and 9)
The correlation between insom nia and  depression has been indicated by several studies 
(section 2.2.2), and although th is research  does not allow any inference of causality 
be twe en the two variable s , they we re re ported j ointly and appe are d to be re inforcing e ach 
other. If both time restrictions and caring roles performed a t night are sources of 
pressure and stress affecting sleep, another source of stra in  is gender role expectations. 
This appears evident in the accounts of some women who are retired and relieved of both 
work and caring responsibilities. Donata clarifies how the situation and  consequent sleep 
patterns of the mother-wife were dominated by anxiety to perform h e r multiple roles, as 
well as by a sense of duty and guilt. After she retired and h er daughter moved out of the 
house, h e r sleep patterns were restored, becoming more fluid and relaxed.
Before I felt a great sense of guilt, or... I remember that I surety felt guilt. Now I don’t feel guilty 
any more, realty, in the sense that I enjoy my sleep: I don’t judge myself harshly if I sleep for a long 
time; and for me, sleep is one of the many pleasures, like when I lie in without sleeping... it’s 
something I can enjoy now.
Int: When did you start enjoying your sleep?
In the last ten years or so.
Int: Why did you feel that you had to get up before?
You can imagine: all the different roles I had, the person I had to be, the expectations of other 
people, my own expectations of myself.
Int: Which roles in particular?
The good woman, the good wife, the good mother, the teacher. There was always the ‘good’, no? 
(laughs). Having let these expectations go and the illusion of having to act in a particular way to earn 
the ‘goodness’ dçloma, I mean, having realised that these attitudes were just an illusion, I let myself 
sleep. Three days ago I had a sore throat: I stayed in bed for three whole days because I needed to 
recover both physicalty and psychologicalty. During those three days -  except a couple of hours here 
and there when I got up to get a drink -  my body told me, ‘I’m fine tying here sleeping’, and I slept! 
(Donata, 59, former teacher, widowed, daughter aged33)
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The association between sleep poverty, fatigue and health  appeared frequently in the life 
stories of working m others. These were reported in conjunction with a  num ber of time 
constrain ts deriving both from restrictive working schedules and an  extra  level of 
domestic and care labour performed a t home, enhanced both by lack of welfare provision 
and lack of partner support. Additionally, an  overall societal censure on m others to 
prioritize household duties over personal care activities was rem arked.
Previous research  has on one side suggested a  correlation betw een heavier domestic 
labour and diminished wellbeing in South European m others (section 3.7). On the other 
hand clinical stud ies on caregivers’ health  have indicated the m utually reinforcing 
relationship betw een care giving sleep restriction, dim inished hea lth  and psychiatric 
morbidity in carers for long term  degenerative illnesses (section 2.4).
The curren t research suggests the need to connect these  factors in order to understand  
specific health  disturbances as exemplified by sleep poverty, as well as the necessity  to 
undertake a gendered approach including unpaid care labour in the analysis. F u rther 
investigation on the social determ inants of sleep poverty and its effect on women 
wellbeing in contexts of higher care crisis needs to be developed.
9.8  Strategies to improve work-life balance
On a  positive note, th is section will analyse a  few self-reported stra teg ies and  activities 
th a t women employ to red ress the ir work-life balance and enhance th e ir general 
wellbeing and sense of self.
Coping strategies included physical activities:
Once I used to devote myself just to work and to the house, but I got to the point where I was burned 
out, because I realised that I was always thinking about other’s people needs, not mine. I still do it. 
Now I forget about the housework to some extent, and instead I devote more time to my daughter, 
you can’t just live for work. I go out for a walk every night, then to the gym twice a week, because 
it’s good for you. At the beginning I was lazy, I was tired after work. But when you go out you let 
your tensions go, otherwise you just accumulate them and bring them home. (Maria Rosa, 46, 
accountant, sons aged 17 and 20)
An active social life and stim ulating cultural activities helped some women to feel better, 
suggesting th a t a  better quality of life is connected with a  higher quality of sleep.
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Being active before I go to bed is good for me, I mean, it does me good.
Int\ What kind of activity?
Going to the cinema, going to the theatre, meeting friends, now I’m also attending a course in bridge 
(laughs).
Int: (laughs).
Really! And when I go there, having stimulated my mind, I sleep much better, my sleep quality 
improves. (Paola, 45, project manager, chidren aged 12 and 19)
Creative activities make women feel good about them selves, relax and prepare for good 
sleep:
I find pottery very relaxing. And a lot of other people say the same thing. I used to do it before going 
to sleep. It’s extremety relaxing, like drawing and all those kinds of activities. (Mirka, 46, housewife, 
son aged 5)
I like writing very much: if in the day, or shortty before going to bed I’ve written something that I 
had in mind for a while, and I finish it in a way that I like, then I’m more satisfied and I sleep better. 
(Cristina, 50, primary school teacher, son aged 17)
Self-expression and self-fulfilment are sought also in cathartic activities like dram a work. 
Good sleep afterw ards was to th is woman an  indicator of wellbeing.
Leisure and theatre activities improve sleep, also because you give all of yourself and more, and the 
thing is tiring [laughs], drains you, therefore when you get to bed you sleep very well It’s something 
that I like very much and it allows you to sleep and even while you are asleep to go on living this 
thing.
Int’. What does theatre give you?
It gives me a new dimension, the possibility of showing to other people, indirectly andharmlessty, 
who I realty am. Theatre lets you express yourself fulty, because you’re protected by the mask of 
fiction (...) so you can let yourself go. (Rita, 53, retired, children aged25 and27)
Leisure activities are felt to be relaxing because they provide a  way for women to regain 
some space for them selves, outside daily constraints. This suggests th a t personal and  
leisure time for social and  cultural activities, far from being ju s t  an  unnecessary  TrilT, 
contribute to the wellbeing of women.
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9.9 Policy suggestions from interviewees
In th is final section a few policy suggestions for improving work-life balance tha t were 
made by the respondents are discussed:
It would be nice to have spaces in public structures where you could devote yourself to whatever you 
like doing best, while your child stays with other children. I’m thinking about the day-care centres 
(...) and maybe this would give me half an hour to get close to myself, to what makes me feel wek 
I’d devote more time to myself. Instead, the mother always has to be there, so if I want to go to the 
library to look for a book, I can’t do it because I have to take care of the child. I find it a big 
distortion that you just have childcare facilities in supermarkets, because it’s OK for me to go 
shopping with my child, but I can’t go and read a book by myself. (Elisa, 41, call centre agent, son 
aged 6 months)
Women feel th a t improved atten tion  to care work on a  policy level would enhance the ir 
quality of life.
In Itaty it’s commonty believed that care for the elderly and children falls quite naturalty on a 
woman’s shoulders, and on a political level there’s a lack of commitment to creating appropriate 
structures. Because they are not thought necessary, given that women do everything: cleaning, caring 
for the sick and the children. (Paola, 45, project manager, chidren aged 12 and 19)
Women’s networks would also help.
You know what I miss sometimes? I don’t have a lot of friends with young children (...) maybe I 
would like a place, especially in winter, where, you know, when you come back from work, maybe a 
meeting place for Mums with children, maybe to meet and relate to each other. I’ve lived here for ten 
years, but I wasn’t bom here. I’d enjoy it. (Donatella, 42, mental health worker, daughter aged 3)
In addition to policy m easures, improvements in infrastructure and public transport 
would be beneficial, as well as flexibility in school hours, to be more compatible w ith 
varying work schedules. Laura, who has worked in Sweden, compares and contrasts the 
facilities for m others in the two countries:
In Sweden if you come out of work at 5.30, there’s an after-school service that keeps children until 
late in the evening. Another thing that could hety would be to have sports activities organised at 
school, so we wouldn’t have to fetch our children from school and then take them to their sports 
venue. (...) Then, in Sweden, public transport works well, so you don’t always need to drive the 
children to different places, which takes up a lot of time and creates problems for many parents, in 
general, it’s up to Mums to do this. (Laura, 44, translater, daughters aged 7, 14, 16)
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This section has drawn on women’s perspectives on the deficiencies in the welfare system 
and public structures. Working m others feel th a t basic policy improvements would ease 
the ir work-life balance, help them  find more time for them selves and allow a  less 
constrictive experience of motherhood.
9 .10  Conclusion
Motherhood m arks not only the undertaking of a  caring role but also a  significant 
lifestyle change. This is felt especially by the cu rren t generation of professional, educated 
working m others, for whom childbirth coincides with an  abrupt redefinition of the ir 
identity as women, the ir professional sta tus, the undertaking of a  large am ount of 
domestic unpaid work, and a  drastic lim itation of the ir social and  leisure time.
Wellbeing and fundam ental quality of life are inevitably affected, with variations 
according to family structure  and social, cultural and  economic resources. Overall we 
can see th a t w hen women’s sleeping hours are  restricted by having to undertake multiple 
roles, problems of sleep disorders, anxiety, dim inished emotional wellbeing and s tr e s s - 
re la ted  ailm ents begin to emerge, with substantial consequences on daytime 
effectiveness.
Various consequences on wellbeing are also to be found including emotional stra in , 
weariness, depression, anxiety, and alienation, as well as s tre ss-re la ted  physiological 
ailm ents. Also, it has been shown th a t a poor work-life balance has consequences for 
quality of life, with a  significant restriction of the ca re r’s private and social life, and 
chances for self-development and social participation.
Narratives suggest that, more th an  mere support from institutions, women feel the need  
of a  change in  the cu rren t cu ltural and social a ttitudes towards childbirth and gender 
roles in the household, where family work should be viewed as a  resource to society 
requiring collective welfare provision, ra th e r th an  a problem to be solved individually.
The lived experiences of women in this cohort, exemplify th a t the increase in  female 
labour-force participation in re cent years has not been fully compensated, in Italy, by a 
sim ilar decrease in  women's household work. Men's contribution to childcare and 
domestic labour is shown to be very lim ited and thus gender specialisation w ithin the 
household has rem ained relatively unchanged, especially with respect to unpaid care 
(section 3.7.3).
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Cultural norms and gender expectations framing carework as invisible hon-w ork’ and as 
an  exclusively female occupation have practical and substantial implications (Land, 
2002). These transla te  into ex tra  unpaid, unshared  work for women, reinforced by a  
parallel b lindness’ to care issues amongst policy m akers in th is a rea  (Pickard, 2001).
More attention to th is population of women is required, to support th e ir children in  the ir 
infancy as well as the caring activity of m others them selves, where the ir health  and 
wellbeing may be a t risk. Cultural and institutional change is required to red ress w ork- 
life imbalance and improve women’s health  as exemplified in their chronic lack of quality 
in sleep, in order to develop less constraining experiences for working m others, and avoid 
the loss of the ir social, economic and in tellectual potential.
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Chapter 10  
D iscu ssion
10.1 Introduction
This thesis has provided new understandings of sleep deprivation in caregivers by using 
a  qualitative approach and by situating  the study in Italy, where previously there  has 
been limited research undertaken on women’s health  problems in relation to care giving, 
and none on sleep. The overall objective of th is thesis was to explore the links betw een 
female care giving and sleep deprivation, identifying the most disruptive kinds of 
caregiving across the life-course. In addition, it examined the potential impact of various 
social factors in intensifying the problems of health  and sleep among women. The goal 
was to assess how the social context of care is re la ted  to the sleep and  h ea lth  of 
care givers in a  country th a t provides little welfare support for caregiving but exerts great 
social pressures on women to provide it. This was achieved through an  analysis of 
potential m oderating factors such as welfare sta te  support; cultural norm s regarding 
informal care provision; gender expectations and imbalances in women’s work-life 
balance, as well as socio-economic circum stances.
A parallel goal was to uncover the often m arginalised and undervalued experiences of 
caregiving women from their own perspective. D ata analysis followed a  life -course 
perspective, with particular atten tion  to two selected cohorts of women in  different 
generations, who were a t caregiving stages th a t were particularly affected by sleep  
problems arising from intensive care.
The cu rren t chapter will analyse the findings emerging from the re sea rch  aim s (section 
4.1). It will bring together different strands of lite ra tu re  and integrate them  w ith new  
evidence emerging from qualitative data. It will finally discuss the implications of th is 
study and the qualitative m ethods employed, in the hope of contributing to cu rren t 
debates on sleep medicine, informal care and gender studies in Italy. Finally it will 
provide recom m endations for policy and fu rther research , advocating a  more c a re r - 
cen tred  and gender-sensitive approach, while suggesting th a t in creased  a tten tion  to 
women’s own perceptions as caregivers should become more central to relevant policy 
debates.
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10.2 Sleep and caregiving across the life-course
The impact of caregiving on the sleep of women has normally been underestim ated  by 
clinical research  on sleep, w ith very few clinical studies investigating specifically the 
connection between sleep and caregiving (Kielcot-Glaser etal., 1991; McCurry and Teri, 
1995; McCurry et al., 1998; McKibbin et al., 2005; Rowe, 2008; Russo et al., 1995; 
Schultz et oZ., 2004; Vitaliano et oZ., 1993; Wilcox and King, 1999). Conversely, adverse 
outcomes of sleep poverty have been well docum ented from a  physiological standpoint 
(Spiegel etal, 2005; Vgontzas etal., 2000; Gangwisch etal., 2007); from the cognitive 
perspective (Dijk etal., 1992; Tononi and Cire Hi, 2006; D iekelm ann and Born, 2010), 
and on the psychological side (Dinges et dl., 1997; Bonnet et al., 2003). A gender 
differential in reported sleep problems has been highlighted, w ith women reporting 
higher levels of sleep complaints th en  m en, but th is finding has produced inconsistent 
explanations in the lite ra tu re  (Chang etal., 1997; Djik etal., 1989; Dzaja etal., 2005; 
Groeger etal., 2004; F errara  and Gennaro, 2001; Lindberg etal., 1997; Vitiello etal., 
2002, 2004; Roberts etal., 2000; Taylor etal., 2005; Redline etal., 2004; R ieem ann and 
Voderholzer, 2003; Ustun, 2000; Zhang and Wing, 2006).
Despite an  overall consensus th a t women report poorer sleep th an  m en with re la ted  
consequences for the ir wellbeing, sleep studies do not converge on a  satisfactory 
explanation as to w hat lies behind the clinical and quantitative data. Overall, wom en’s 
sleep complaints have not been comprehensively investigated nor has the gender 
differential in reported health  and sleep patterns. This study follows the line of an  
argum ent drawn from the sociology of sleep and from fem inist re search, th a t has claimed 
th a t the impact of unpaid care and  domestic labour a t home is not taken  into account in 
the picture described above. It suggests th a t the impact of unpaid labour is 
underestim ated both in reported morbidity and in sleep disruption a t night (Arber etal., 
2007, 2009; Arber and Venn, 2010; Hislop and Arber 2003a, 2003b, 2003c, 2005; Venn 
etal., 2008).
The present findings support the premise th a t the under-acknowledgement of the impact 
of carework on women’s lives may account for part of the gender gap in reported sleep 
and health  complaints. This would appear even more starkly in contexts such as Italy 
where unpaid care labour is intensified by higher care demands, limited welfare provision 
and a  range of societal and gender norms which allocate most of the burden of care to 
women (section 10.7).
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Within clinical research, the m utually reinforcing relationship betw een caregiving, sleep 
restriction and fatigue has been documented by a  few clinical studies, mainly conducted 
in  the UK and the US and using quantitative and evidence-based methods (Kielcot-Glaser 
etcd., 1991; McCurry and Teri, 1995; McCurry etal., 1998; McKibbin etal., 2005; Rowe, 
2008; Russo etal., 1995; Schultz etal., 2004; Vitaliano etal., 1993; Wilcox and King, 
1999). Similarly, it is established th a t the undertaking of intensive caring roles is likely 
to trigger disrupted sleep patterns, charac terised  by fragm entation, hyperarousal and 
alertness (Kielcot-Glaser e toZ., 1991; McCurry and Teri, 1995; Rowe, 2008; Russo etal., 
1995; Schultz etal., 2004; Vitaliano etal., 1993; Wilcox and King, 1999).
The data  in th is thesis confirm the importance of the correlation betw een sleep poverty 
and caregiving, and, for the Italian sample studied, indicates th a t caregiving should be 
regarded as a  risk  factor for sleep poverty perse . Life-course narratives indicate th a t the 
undertaking of care triggers distinctive sleep patterns (Chapters 5 and 6). These are 
shown even more clearly through a  comparison of women in differing partnership sta tus . 
W hereas sleep disruption among single, separated and widowed women was found to be 
more connected to feelings of instability, loneliness, insecurity  or bereavem ent, for 
m arried women, by contrast, taking on caregiving duties m arked a life -course change 
which intrinsically affected sleep, the impact varying in proportion to the na tu re  and 
in tensity  of carework for children, partners and elderly relatives, and particu lar life 
transitions (Chapter 5).
The association between caring, sleep poverty and  fatigue is an  immediate one in  the life 
stories of m arried women and mothers. As shown in Chapters 5 and 6, women perceive a  
shift in the ir sleep quality from the very onset of caregiving duties, with caring tasks and 
worries about family members shaping and intersecting with their sleep. Although sleep  
was recognised as healthy and restorative in the ir pre -marital stage, once caregiving had  
begun, the group of women in the sample (with the exception of two) experienced sleep 
disruption and night time alertness, due both to the physical care tasks to be performed 
a t night and to the worries and ‘emotional labour’ involved in looking after o ther family 
mem bers a t night (sections 10.5 and 10.6).
It has to be noted th a t the overall positive value of caring as an  act of love and solidarity 
underlies the narratives, and is apparent, for instance, in the case of childcare (sections 
6.5; 8.7) or temporary, low-dependency elder care (sections 7.5.1; 7.5.2). This is 
supported by a  num ber of studies th a t have cited the beneficial effects of care on the self- 
worth and wellbeing of the carer (Beach, 2000; Cohen et al., 1994; Tarlow, 2004). 
Nevertheless, although family support, the nurtu ring  role of women and filial piety are
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universally recognized as part of the moral backbone of Italian family culture, 
ideologically reinforced by the Catholic tradition (Balbo, 2000; Bimbi, 1999; Naldini, 
2003; Saraceno, 2003, 2005), th is study highlights the critical aspects of caregiving. In 
particular, w hen caregiving is prolonged, intensive and unsupported, it can impose 
severe strains on the sleep, wellbeing and quality of life of the caregiver, all of which are 
in need  of societal support and highlight aspects of non-sustainability.
10.3 Caregivers’ sleep poverty in Italy: key findings
My resu lts indicate th a t intensive and long-term caregiving has the potential to 
transform  healthy  sleep patterns into sleep disorders. Alterations in norm al sleep 
patterns as a  resu lt of providing care can be lim ited in  time and minimal, but during 
intensive care they resu lt in severe sleep problems. These were found to occur in 
coincidence with specific types of care. In contrast with childcare, elderly care is 
particularly disruptive of sleep patterns especially w hen associated w ith long-term , 
degenerative illnesses (section 10.5, Chapter 7). Findings illustrate  th a t w hen sleep 
patterns are repeatedly disrupted during periods of long-term elderly care, sleep 
alterations can become chronic, producing severe and  long-lasting sleep difficulties. The 
consequences can include disrupted sleep patterns, persisten t insom nia, a le rtness , 
sudden awakenings a t night, delayed sleep onset, early awakening and  n ightm ares due 
to recalling distressing images, as well as mood disorders and dim inished overall health .
Consistent with w hat is cited in existing lite ra tu re , th is thesis found th a t the most 
disturbed sleep patterns coincided with illnesses entailing mobility problems, end  of life 
care and dementias. Caregivers for relatives with cancer and dem entia are found to be 
subject to g reater levels of physical burden and psychological d istress th an  other 
caregivers (Clipp and George, 1993; Kim and Schultz, 2008; Wilcox and  King, 1999). 
Sleep dysfunction, insomnia, fatigue and mood alterations have been probed in  clinical 
studies of cancer caregiving (Carter, 2002; Davidson, 2002; Giardini et dl., 2008; 
He arson and Clement, 2007). More studies have found long-term  care for people with 
dem entias (including Alzheimer’s) is a  g reater source of sleep poverty, physical and 
psychiatric morbidity (Aguglia etdl., 2004; Clipp and George, 1993; Creese etcd., 2008 
Gallagher, 1989; Kielcot-Glaser et oZ., 1991; Maclennan, 1998; McCurry and Teri, 2005 
McKibbin etcd., 2005; Martin and B artlett, 2007; Rowe etcd., 2008; Russo etcd., 1995 
Shultz 2004; Schultz and Beach, 1999; Schultz etcd., 1995; 1997; Vitaliano etcd., 1991 
2009; Wilcox and King, 1999). However, th is strand  of research  exam ines caregivers’ 
sleep poverty through clinical and quantitative m easures, focusing in particular on the
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most physical and visible aspects of ca re . Although the use of such m ethods is im portant 
for documenting the impact of caregiving on sleep and s tress, it does not completely 
clarify some im portant issues re la ted  to the long-term  implications of care. First, the 
m ethods fail to explain comprehensively the reasons underlying g rea ter am ounts of 
stra in  and sleep loss experienced by female caregivers. Also, they do not explain fu rther 
paradoxes and gaps emerging from quantitative results: for instance, why illnesses th a t 
may not involve a  great deal of physical care, and even where the care receiver has 
relatively good physical health  in, are often reported to be more stressfu l for the 
caregiver. This happens with care for people with dem entias where the engagem ent with 
physical care and frequent disruption in the night, do not alone explain higher s tress  
levels and negative health  effects among caregivers.
In th is respect, th is thesis provides evidence of fu rther factors related to caregivers’ sleep 
by using in-depth qualitative methods and a  life-course approach. The following sections 
will expand on these findings. First, by endorsing a  caregiver's perspective, more detailed 
evidence is gained on the long-lasting impact of caregiving on sleep, wellbeing and 
quality of life of carers. Second, it questions how the exclusive focus of cu rren t research  
and policies on physical care tends to m iss im portant dimensions of caregiving th a t 
contribute to its adverse impact. In particular such lim ited perspectives underestim ate  
the emotional drain of ‘invisible ca re ’ and the continuous nature  of caregiving in Italy, 
with varying impacts across the caregiver's life-course. F u rther th is chapter d iscusses 
the pivotal role of the Italian social context in m oderating the impact of caregiving on 
sleep and wellbeing, taking into account how welfare sta te  provision, social norm s and 
gender inequalities aggravate the caregiving burden, and hence its effects on sleep 
poverty. The focus will be on two cohorts of women reporting high levels of sleep 
problems: women over 50 providing care for elderly relations w ith degenerative 
conditions, and working women in midlife reporting sleep loss as a  resu lt of time 
constraints and a  difficult work-life balance. Finally, a  discussion will be presen ted  on 
how the resu lts  of th is thesis challenge m ainstream  conceptions of care in Italy and  
advocate the im plem entation of more carer-cen tred  and gender-aw are policies.
10.4 Long-term consequences for sleep, wellbeing and quality of life
By exploring in-depth narratives, a  nuanced and dram atic backdrop of elder care can be 
revealed. In-depth data  on the lived experiences of women stress th a t the impact of 
care giving can go far beyond the caring period (section 7.7). Not only does care have a
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potential to disrupt healthy sleep patterns, but sleep disorders acquired while caring can 
protract for m onths and years after the caregiving has ceased.
The legacyof care giving’on sleep (Bianchera and Arber, 2007; Arber and Venn, 2010) is 
more visible in the cohort of older co-resident carers over 51 performing long-term  care 
for dependent relatives with degenerative conditions. These included disabilities entailing 
significant mobility problems, cancer or end-of-life palliative care and illnesses involving 
m ental and behavioural impairm ent, such as dem entia and its sub-form, Alzheimer’s 
disease. In these  cases, n ight time caregiving and consequent sleep disruption could be 
protracted for most of women’s adult lives. In particular, some women reported up  to 25 
years of elder care (section 6.4) often in combination with multiple care for other relatives 
or children. It is not surprising th en  th a t caregivers performing th is intensive care are 
more susceptible to sleep poverty and fatigue in the form of physical or m ental 
exhaustion (sections 7.6 and 7.7). The impact of th is goes well beyond the caring period, 
affecting their longer term  wellbeing and quality of life . Caregivers reported persisten t 
insom nia and night time awakenings, w ith sleep being often disturbed by d istressing 
images, flashbacks and nightm ares of the care giving period, especially during end-of-life 
carework. Several women reported th a t they had  m aintained the habit of waking up  in 
the middle of the night to check on a  sick relative or found them selves waking suddenly 
in the belief th a t the care receiver had  ‘called’ them  (section 7.7.1), and  in general 
experienced a  light, a le rt and non-restorative sleep.
In addition, the overall wellbeing of the caregiver was reported to be affected (sections 
7.7.2; 7.7.4). Psychological and physiological problems were reported as connected to 
caregiving for particularly disruptive illnesses, providing evidence th a t the impact of 
sleep de privation lasts longer th an  actual problems a t night, but has an  impact on mood, 
daytime efficiency and quality of life in general (sections 7.7; 9.7). Fatigue appeared to 
contribute to an  increased physical and psychological vulnerability, in particular among 
more frail, older care providers (section 9.7.3)
In my study, depression, shock, anxiety, w eariness and s tre ss-re la ted  hea lth  problems 
were reported following periods of d istressing  care, in connection with fatigue, sleep 
deprivation and social isolation (sections 7.7.2; 9.7). In addition to these  problems, a 
num ber of physical conditions were reported, such as asthm a, m igraines, aches and 
pains. While it is difficult to estab lish  w hether caregiving is a  primary cause of these  
conditions, the carers them selves felt th a t these  health  problems were aggravated or 
triggered by intensive periods of care giving, and  the fact of not getting enough sleep  had  
actual consequences of fatigue and burnout (sections 7.7; 9.7).
181
A num ber of laboratory sleep studies have correlated experimental sleep restriction  with 
stress, anxiety and  depression (Chang etcd., 1997; Dinges etcd., 1997; Maquet, 2000; 
Riem ann and Voderholzer, 2003; Jackson etcd., 2003; Gregory etcd., 2005; Roberts et 
cd., 2000; Taylor etcd., 2005), suggesting th a t the relationship betw een insom nia and 
mood disorders would be bidirectional with the two possibly inducing each other (Abad 
and Guillem inault, 2005; Victor, 2007; Taylor etcd., 2005; Turek, 2005). D im inished 
metabolic, immune functions and cognitive functions have also been docum ented by 
clinical sleep re search (Diekelmann and Born, 2010; Gangwisch etcd., 2007; Dijk etcd., 
1992; Dzaja et oZ., 2005; Kielcot-Glazer et oZ., 1995; Krueger et oZ., 2003; Schwartz 2003; 
Spiegel etcd, 2005; Tononi and Cire Hi, 2006; Vgontzas etcd., 2000).
While the sleep narratives of older women reveal the in tense physical and  emotional 
backdrop of the burden of caregiving, the life stories of the younger cohort (40-50) focus 
more on the long-standing impact of caregiving on the ir quality of life. In the Italian 
context of lack of institutional and societal support for family caregivers, the undertaking 
of intensive care can entail a  progressive loss of autonomy, with a  resu lting  impact on 
caregivers’ time in paid work, which is reduced or abandoned entirely, as well as a 
dram atic reduction in the ir leisure time. It can imply th en  a  strong reduction in the kind 
of social and professional activities th a t previously defined the women’s sense of self- 
worth and emotional wellbeing, affecting their social and cultural participation, and  self- 
actualisation. Interviews with midlife women showed that, in some cases, it was the 
suppression of fundam ental needs for social contact, communication and personal goals, 
ra th e r th an  the burden of unpaid carework itse lf th a t creates suffering and decreased  
emotional wellbeing in the caregiver (section 9.6). On the other hand, in the case of 
elderly carework, the profound changes in a  ca re r’s life, with the restric tion  of norm al 
activities, greater social isolation, increasing feelings of hopelessness and en trapm ent or 
inability to escape unwanted circumstances can resu lt in w hat Pratt ( 1987) calls The loss 
of s e lf  in care. This refers to how the progressive social isolation and over-identification 
with the role of the caregiver produces a  loss of identity. The data  from th is study 
supports the finding th a t limited social contact and  lack of social roles, o th er th an  th a t of 
caregiver, were found to be related to a  dim inishm ent of self, associated with a  sense of 
entrapm ent, frustration and a  higher incidence of depressive symptoms (sections 7.7 and
9.7).
On th is note. Land and Rose (1985) discuss the ‘compulsory a ltru ism ’ of care -  the 
conflict between the duty of self-sacrifice for the sake of a  frail, dependent person and  the
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right to self-development of the carer. They point out th a t the concept of a ltru ism  is 
based on the concept of a  ‘gift’ th a t should be freely given as a  choice, and freely 
received, involving the ‘right not to care ’. The right to give personal care should 
nevertheless be based on the possibility of accessing alternative services in support of 
care giving and of sharing care equally with men. In tu rn , the care receiver should be in a  
position of not having to rely solely on relatives and being able to choose more 
appropriate alternatives, including formal types of care.
Hence, the lived experiences of caregivers raise not only questions of h ea lth -s leep  
implications but also of the ethically sustainable rights for carers, particularly in the 
case of elderly care. The social and familial delegation of very dem anding care 
responsibilities to informal carers, in Italy mainly women, is based on the implicit 
assum ption of the ‘selflessness’ and ‘self-effacem ent’ of the carer, which may exhaust 
and  diminish the innate sense of caring and the loving essence of care, dehum anising 
the carer herself as someone exclusively a t the service of h e r dependent elderly relative 
(see sections 6.5 and 7.7).
10.5 The underestim ated impact of emotional care
This thesis argues th a t to understand  the impact of care comprehensively, a  
re consideration of the natu re  of care giving is required. As discussed in section 6.3, sleep 
can be affected not only by responding to the direct need  of the care receiver but also 
indirectly. Sleep can be disrupted for instance by the anticipation of physical care needs, 
w hen the carer feels ‘on call’and is kept in a  sta te  of a lertness th a t results in  lig h t’ sleep 
(sections 6.3.2.1 and 8.7.1). In addition sleep can be disrupted by ‘emotional labour’ 
(Mason, 1996), which involves not only ‘to care for’ but also ‘to care about’ th e ir family 
mem bers (Ungerson, 1983). Sleep on this level is disrupted in the form of anxieties linked 
both to the direct needs of the care receiver, and  to broader concerns about the ir 
wellbeing (section 6.3.2.2).
This section focuses on the underestim ated  impact of emotional labour on the sleep of 
the caregiver. Despite the am ount of physical labour attached  to higher care dem ands in 
Italy, accentuated by deficient welfare support services, carers ’ narratives converge more 
on the emotional, ra th e r than  physical stra ins provoked by care and  the way in which 
sleep and health  are affected by these. Respondents primarily feel th a t the fatigue and  
sleep loss does not emerge from the physical labour of care itse lf but more from the
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pressure of social values and psychological s tra in  connected to care, in  particular for 
elderly relations (section 6.5).
Within my sample, it appears th a t behind the less evident subjective and emotional 
spheres of care there  exists a  great network of issues leading to sleep disturbance. A 
range of m eanings and feelings are associated with caring itself, and  the impact of care 
on sleep and wellbeing seem  directly proportional to the am ount of emotional labour 
connected to it. This is an  emotional burden of responsibility, pow erlessness, worry, 
guilt, frustration, isolation and a  sense of en trapm ent th a t impacts particularly w hen 
care is protracted over m any years (sections 6.3.2.3 and 7.7).
Interviews suggest th a t care causes the most stra in  and damage to sleep w hen connected 
to the illnesses th a t involve more emotional investm ent, besides dem anding physical 
tasks, as occurs in  end-of-life care, cancer, and  dem entia (7.6). Part of the higher levels 
of caregiving burden associated with cancer and dem entia is attributable to the higher 
levels of emotional burden they entail. In end-of-life care the emotional s tra in  resu lts  
considerably from the anticipation of death  and bereavem ent, which may continue for 
weeks if not months (7.6.1). Nevertheless, in my sample severe sleep a lterations were 
m entioned most frequently in connection with caring for Alzheimer’s and dem entia  
sufferers (7.6.3). Illnesses involving m ental impairment were reported to be stressfu l for 
sleep both due to disruptive night-time behaviours like wandering and scream ing as well 
as to changes in the relationship with the patient. Another factor was the 
unpredictability of the patien ts’ night time behaviour which increased  a le rtn e ss  and 
anxiety in the caregiver (7.6.3), as noted also in B ianchera and Arber (2007). The impact 
on night-time sleep for th is category of carers is so in tense th a t it is among the most 
quoted reasons for patient institutionalisation (section 7.6.3). This is also confirmed by 
studies showing th a t nocturnal disruption in frail elderly people, particularly if they  are 
demented, contributes substantially to the decision to institutionalise elderly relatives 
(Maclennan, 1998; Pollack and Perlick, 1991; Schultz, 1999; Wilcox and King, 1999). 
This suggests th a t sleeplessness is crucial to fatigue and  dim inishes the caregiver's 
ability to provide adequate care, with further negative effects on the wellbeing of the care 
receiver.
The importance of Im m aterial labour’ (Hochshild, 1983) is particularly evident in 
narratives comparing caring for a  child with caring for an  elderly relative (6.5). Despite 
the fact th a t caring for a  child a t night may resu lt in very disrupted sleep, childcare is 
often considered less burdensome than  elderly care because the social m eanings and  
values surrounding childcare are radically different from those associated with the care
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of elderly relatives. A sudden call from an  infirm elderly relative in the night is associated 
with a  negative emergency, while the cry of a  baby represen ts a  more n a tu ra l and 
manageable need. Elderly care is generally felt as more difficult to accept th an  childcare, 
involving more emotional strain  and carrying implications of dim inishm ent, progressive 
dependence and death. While childcare is desired and often eagerly awaited, elderly care 
is rarely w anted or chosen (section 6.5).
10.6 The social invisibility of care
Given th a t the impact of emotional labour normally goes unexplored in  sleep research , a 
discussion on methodological implications in sleep research  will be provided in this 
section. As detailed in section 2.2 and 2.4, m ainstream  clinical research  on caregivers' 
sleep poverty has typically privileged the study of physical care relying on quantitative 
and me an s-tested  m easures.
Analysed aspects include for instance the type of illness, time spent in providing care, 
physical care tasks performed at night, and the num ber of bouts of w akefulness. In 
addition, stress in caregivers is usually  m easured with self-reported quantitative scales 
for depression, anxiety, caregiving burden and  sleep efficiency (Kielcot-Glaser etcd., 
1991; McCurry and Teri, 1995; McCurry etcd., 1998; McKibbin etcd., 2005; Rowe, 2008; 
Russo etcd., 1995; Schultz etcd., 2004; Vitaliano etcd., 1993; Wilcox and  King, 1999). 
However, the use of such methods has kept the focus on the most physical, m easurable 
and quantifiable aspects of care. The tendency is to exclude the ‘invisible’aspects of care. 
These relate to emotional, im m aterial labour (Hochshild, 1983) or situations of ‘passive 
care ’ w hen the carer's presence is needed even if active care is not being performed. 
(Land, 2002) .When carework is re conceptualised, comprehending the less obvious and  
more nuanced aspects of it, we can fully understand  the resu lting  sleep and  hea lth  
problems. Therefore it is not until care is recognised in its continuous emotional and  
immaterial dimensions th a t the sleep and health  problems connected w ith it will be fully 
understood.
Part of the problem lies in the categorisation of carework itself. Feminist resea rch  (Land, 
2002) has already identified th a t a n  incomplete understanding  of w hat care is ru n s 
through curren t research and social policies. The unclear boundaries betw een care for 
specific dependent’s needs and emotional support account for m uch of the lack of 
analysis of the impact of providing care on the caregiver. By underestim ating  the impact 
of passive care, the significant time and stra in  associated with care for children and  frail
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elderly people is considerably underestim ated  (Land, 2002). In parallel, caregiving at 
night may also be underestim ated. C urrent studies mainly rely on Time -based’ and Task- 
based’m easurem ents of care, ignoring not only caring a t night, but also the impact of 
the emotional aspects of caregiving a t night, such as the Svorries’ th a t are frequently 
reported to disrupt women’s sleep (Arber and Venn, 2011; Venn etcd., 2008). These are 
commonly interpreted as symptoms of psychological disturbance, ra ther th an  responses 
to care actual dem ands, re la ted  to the ‘sen tien t activity’ of care (Mason, 1996).
In addition, m ainstream  research focuses on the most impactful types of care involving 
high-dependency cases which are more evident and quantifiable. However the lived 
experiences of women show th a t ra th e r th an  concentrating around ‘c risis’ and  lim ited 
periods of intensive care, carework is an  ongoing, lifelong commitment, consisting also in 
intermediary phases, where a  range of less visible activities re la ted  to care tends to be 
categorised merely a s ‘solidarity’o r ‘help’. Despite their invisibility, these  still constitute 
work and are ju s t as likely to impact on caregiving fatigue, resulting  in the symptoms of 
physical strain , s tress, time compression and sleep deprivation (Chapter 6).
In th is respect, the work of Becker (2007) illustra tes th a t care can be rep resen ted  as a  
‘continuum ’oscillating between two extremes, entailing a t one end the ‘heavy’ intensive 
care, where caregivers need  to provide frequent instrum ental and  substan tia l help to 
dependent people, and, a t the other, a  light end’, where w hat is required is m ainly 
logistical and emotional support, as part of the routine of family life and  roles cen tred  on 
the caregiver. Although the first type of care is more likely to a ttrac t a tten tion  from 
policy m akers, care may have impact also during its less visible stages.
To conclude, my analysis of Italian women’s narratives suggests th a t the 
underestim ation of carework, and by extension its consequences on health , occurs 
substantially along two lines. The impact of carework is first underestim ated  on a 
qualitative level. EMsting studies, both on sleep poverty and on caregiving burden (2.2; 
2.4) focus primarily on the m easurable and quantifiable aspects of physical care. 
However, as th is study shows, a significant source of s tra in  resides in the non-visible, 
immaterial and  emotional work associated with care. This is seldom revealed by ‘objective 
quantitative m easu res’ but only by qualitative research . Second, the care workload is 
often underestim ated in quantity. Rather th an  being focused around crisis and  lim ited 
periods of intensive care, care can be defined more as a  ‘continuum ’, an  ongoing 
commitment involving constant monitoring of children and  elderly family m em bers 
across phases of light and more heavy care. Although intensive care a ttrac ts  more
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attention from policy m akers, care may have consequences also during its less visible 
stages.
These dimensions of care, typically underestim ated  by sleep research , should be taken  
into account w hen interpreting gender gaps in reported sleep morbidity. As seen  in 
section 2.3, in the attem pt to explain a  gender differential in reported sleep morbidity, 
clinical studies have often hypothesized a  tendency in women to over-re port sleep 
disturbance (Lindberg etal., 1997; F errara  and Gennaro, 2001; Redline etal., 2004; 
Reiner etal.; Roberts etal., 2000; Vitiello etal., 2004).
10.7 The social determinants of sleep poverty in Italy
While existing lite ra tu re  has focused on the clinical implications of caregivers' sleep 
poverty in the UK and the USA, little atten tion  has been paid to the role of the 
institutional and social contexts of care on sleep quality and resea rch  has seldom 
addressed other cross-cultural contexts. This study has attem pted to provide an  
empirical, exploratory study in Italy, where despite an  increasing care crisis, there  has 
been a lack of specific literatu re  on the health  of caregiving women with virtually no 
research  done on caregivers' sleep poverty.
Literature has however documented critical aspects of the M editerranean welfare system. 
The South EXiropean Tamiliarized’welfare state  involves an  implicit delegation of care 
re sponsibilities to inte rgenerational family ne tworks and low we Ifare inve stm ent in  fam ily 
policies (Ferrera, 1996, 2005; Gori, 2000; Lam ura etal. 2008a, 2008b; Micheli, 2006; 
Naldini, 2003; Saraceno, 2003, 2005; Simoni and Trifiletti, 2004; Tomassini e t al., 2003). 
EU statistics confirm this, showing th a t Italy's low welfare expenditure is insufficient 
both for elderly and childcare welfare with consequent implications for informal family 
networks (Eurofamcare, 2005, 2006; Eurostat, 2007, 2009; OECD, 2009).
The demographic challenges th a t Italy faces -  an  ageing population, low fertility, 
changing patterns of family formation and the higher participation of women in the 
labour m ark e t-h av e  not been m atched by the development of adequate social policies 
which support the family, nor have they stim ulated redefinition of the gendered division 
of labour within the family (Di Nicola, 2005; Naldini, 2003; Naldini and  Guerrero Jurado, 
2009; Ponzellini, 2006; Saraceno, 2003; Saraceno and Naldini, 2007). Despite women in 
Italy having greatly increased their level of education and th e ir involvement in the  labour 
m arket, a  strong gender gap persists in the division of household unpaid labour. Time 
use studies have shown th a t levels of both care and domestic work by women in Italy are
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higher than  in any other European country, and are inversely proportional to the amount 
of time Italian m en contribute to housework, which is among the lowest in  Europe 
(Eurostat, 2007; ISTAT, 2008). Partner non-cooperation is consistent irrespective of 
m arital s ta tu s  and num ber of children and is echoed in women’s narra tives (Eurostat, 
2007; ISTAT, 2008; section 9.2).
Italian women’s work load is sharpened by the high standards of motherhood and 
housekeeping required in  Italy (Micheli, 2006; Lewis, 2006), as testified  by the social 
pressure most of our interviewees felt about the time they spent in the ir caring and 
domestic roles, which were prioritised over work and leisure time, even among the most 
highly educated women (Simoni and Trifiletti, 2004). Among Italian working women, the  
rigid gender labour segregation re su lts  in  a  difficult work-life balance and women 
undertaking a  greater am ount of care and domestic labour. This is s tre ssed  by higher 
normative emphasis on filial piety and family solidarity (Bimbi, 1999; G uerrero Jurado  
and Naldini, 2009; Lamura, 2008a, 2008b; Saraceno, 2003, 2005).
This study argues th a t higher care demands in contexts of deficient welfare support and  
strong gender inequalities can increase women's unpaid labour, and  have adverse effects 
on the ir sleep as well as overall wellbeing and quality of life. Dealing w ith more intensive 
care demands, re suiting from strong normative and gender pressures to provide care, as 
well as inadequate welfare support, appear to correspond to g rea ter sleep disruption 
among many Italian women.
If the Italian data is compared with sim ilar qualitative studies conducted in England 
(Arber et oZ., 2007; Arber and Venn, 2010; Hislop and Arber 2003a, 2003b, 2003c, 2005; 
Meadows, 2005; Meadows etcd., 2009; Venn etcd., 2008), we see th a t Italian women 
report poorer sleep associated with caregiving in Italy than  in  the UK. Although 
comparable levels of emotional labour and anxiety affecting sleep pa tterns have been 
reported in sim ilar studies on caring women in the UK, it is the am ount of physical 
assistance and the stra in s arising from lack of welfare support and  social 
acknowledgement of the work of care th a t account for the divergence in the 
circum stances between Italian and UK caregivers.
Such findings are partly supported by EU time use surveys which show th a t th e  higher 
am ount of time spent in  unpaid housework inversely restric ts time for sleep as well as 
leisure and personal care, with Italian women sleeping proportionally less th a n  th e ir 
European counterparts (Eurostat, 2007; ISTAT, 2008; Santini, 2010). While tim e use  
studies focus on time -based and task-based m easurem ents (Land 2002; Arber and  Venn,
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2010), related to physical care, in contrast, th is qualitative investigation shed light on in- 
depth issues associated with quality of sleep, by recognising the underly ing values, 
emotional impact, social determ inants and their implications.
Within th is context of poor national-level care resources a  high level of family solidarity 
is bound to persist, Reinforcing a  spiral of inte rge ne rational interdependency’ (Naldini 
and Guerrero Jurado, 2009: 21). The delegation of care to women happens not only a t a  
societal and institutional level but also a t an  intrafamüial level. Partner non-cooperation 
within the household emerges in particular in the narratives of midlife working women as 
an  extra contribution to the caregivers' burden (chapter 9). Within couples there  is an 
asym metric division of house labour, arranged around a ‘non-cooperative equilibrium ’ 
(Lundberg and Poliak, 1993). The ‘male veto’ (Lewis, 2006) or refusal to share  the 
domestic burden results in greater fatigue and sleepless for women, who are faced with 
a  double workload (section 9.7).
Although studies in the regions of Lombardy and M antua confirm the persistence of 
asym metric labour arrangem ents in the household, focusing on the delegation of 
physical tasks (Belletti, 2000; Grisotto, 2006; Piazza, 2000), once again the narratives 
highlight the emotional dimension in th is lack of support (sections 9.3; 9.5). F rustration  
a t m issed expectations of support from husbands and employers are reported (sections 
8.3; 8.4; 9.2; 9.3; 9.5). Lack of recognition of the work of care, encom passed in  the 
‘invisibility’ of care , is higher in contexts of more traditional gender roles such as in ru ral 
and strongly Catholic a reas (section 7.2), while increasingly resen ted  by the younger 
generations of women (sections 9.2 and 9.3). Narratives point to the need  for cultural 
recognition and a redefinition of norms about fem ininity and motherhood, whereby 
caring and childbearing is seen  as a  resource and not as a  problem to be solved 
individually (section 9.9). On the other hand, recent and cu rren t data  show the benefits 
to women carers of welfare, social, and family support, partner cooperation and  social 
capital (sections 8.4.1 and  8.5), as well as of time for self-actualisation.
This study indicates th a t links betw een higher am ounts of care, enhanced  by lack of 
institutional and partner support and the wellbeing of the caregiver need  fu rther 
investigation and clarification. The impact of high care dem ands on hea lth  and sleep 
have received little investigation in Italy (Aguglia et cd., 2009; Cesa-Bianchi, 1999; 
C hattat, 2004; Giardini etcd., 2008; Tognetti etcd., 2004; Vellone etcd, 2002). However a  
few investigations on gender im balances in M editerranean countries have suggested a  
correlation between heavier domestic labour and dim inished wellbeing among Southern 
European m others, m oderated by income and education, w ith housewives with low
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education being more a t risk  of dim inished psychological wellbeing (Artacoz e t al, 2004; 
Fernandez and Sevilla-Sanz, 2008; Fernandez et al 2010).
The lived experience of the women in th is study provides evidence of sleep problems as a 
consequence of caregiving. This suggests th a t the study of w om en’s hea lth  in the 
M editerranean needs to be fram ed using a  gender-sensitive approach th a t em braces the 
underestim ated  impact of care as well as aspects of inte rge ne rational relations. The 
exam ination of women’s discourses on sleep in Italy throws into sharper relief the 
deficiencies and weaknesses of the informal, fam ilialised welfare state  and the reasons 
for its unsustainability, which are likely to deteriorate further, owing to the increased  
rate  of ageing in the Italian population.
10.8 Caregiving and sleep across two cohorts of Italian women
This study exam ined two cohorts of women who reported severe sleep  deprivation in 
conjunction with care: older women (51-80) performing long term  care for elderly 
relatives and  midlife working m others (40-50). The impact of caregiving on sleep poverty 
was m anaged differently across these  cohorts, according to social, economic and 
educational status, and geographical location. A generational change was shown in the ir 
approach to care and their likelihood to outsource care.
Older co-resident carers were found to be particularly vulnerable to the deleterious 
effects of sleep loss, in particular when caring for dem ented relations (chapter 7). This is 
confirmed by previous literature th a t found elderly carers more prone to sleep loss and 
adverse physical health effects (Kim and Schultz, 2008; Schultz etcd., 1990; Wilcox and 
King, 1999). However a  life-course approach shows that, if not sufficiently supported, 
care can impact also a t other life stages and not only in intensive care. Study of the 
younger cohort shows th a t minor carework, if performed against a  background of poor 
work-life balance, can equally restrict sleep rhythm s and affect health. By and  large , the 
effects of childcare on sleep are temporary and milder, but they may be compounded by 
a  poor work-life balance, psychosocial problems and lack of support (Chapters 8 and  9).
Midlife working mothers reported severe time constraints deriving both from a  restrictive 
working schedule and an  extra am ount of dom estic and care labour performed a t hom e, 
exacerbated by lack of both welfare provision and of partner support (section 8.2 and 
9.2). Depending on income, women of the second cohort tended increasingly to outsource 
private care and domestic services privately and  to purchase private childcare (sections 
8.5 and 9.4). There was a  discernible link with educational and income level, as women
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with higher education and income tended to devote more time to paid work ra th e r th an  
to care activities, and therefore tended to externalise care services and domestic work 
(sections 8.5 and 9.4).
Educate d women earning higher incomes within the second cohort also enj oye d cultural 
legitimisaüon for the ir external careers w ithin their social environment and generally had  
more negotiating power with the ir partners (section 9.4). This cohort of women 
challenges more the current norm s regarding achieve ment, family obligations and gender 
divisions of domestic roles and  to invest the ir time more in paid work th an  in unpaid 
informal work. Education may act as a  proxy for income, as better-educated women have 
more money and can afford to pay for formal care giving (sections 8.5 and 9.4). In the 
case of elderly care, outsourcing strategies often consisted of hiring m igrant workers as 
badonti (section 7.2). However, th is strategy does not challenge traditional gender 
relations and divisions of work, where care is transferred to other women of lower s ta tu s  
(Da Roit, 2007).
On the other hand, older women, especially coming from rural, traditional. Catholic 
environments and with a  lower educational level, were more likely to provide full-time 
care and experienced more social censorship if they failed to do so (section 7.2). Such 
women tended to m anifest higher caregiving fatigue and sleep poverty (section 7.7), and 
had  fewer resources a t the ir disposal to delegate care. Isolation was also an  aggravating 
factor: w hen women received minimal help from family networks or welfare support, th is 
was more likely to increase the ir care responsibilities a t night, w ith generally adverse 
consequences for the ir health  and sleep (sections 7.3 and 7.4).
Therefore the data  suggest th a t caregiving, and  its re la ted  sleep poverty, is likely to 
sharpen socioeconomic inequalities, varying along lines of age, income a n d  social- 
educational status, but usually  exposing the most vulnerable carers to health  risks. The 
impact of the above factors should be taken  into account in both resea rch  and policy 
making w hen identifying groups of caregivers a t risk. Special attention should  be given to 
caregivers for elderly relations performing long-term  care, especially in conditions of 
m ental deterioration. Particular consideration should be given to older women in the 
most vulnerable social circumstances, with low education and incom e, and those in full­
time house wife/caring roles in environments entailing more normative p ressu res to care 
and higher gender inequalities. This cohort of older carers requires g rea ter support in 
view of the ir difficulty in dealing with sleep disturbance and their higher vulnerability to 
its physical consequences.
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10.9 Endorsing the carer’s perspective: implications for sleep research and policy 
making
This study has shown th a t cultural norms and gender expectations framing care work as 
invisible ‘non-work’ and  as an  exclusively female occupation all have practical and 
substantial implications for Italian women’s health and wellbeing. The social invisibility 
of care translates into the ‘blindness’of policy m akers towards carers (Pickard, 2001) and 
into the delegation of the caregiving burden to interge ne rational family networks, in 
which the social and health  costs are paid by women, often from the most vulnerable 
social groups. This study advocates the need  to in tegrate more subjective qualitative 
m easures in the analysis of care and for a more comprehensive reflection on the natu re  
of care in Italy.
The most obvious policy outcome of this study is the need  to develop struc tu res and 
services th a t support families providing care. It is essential, therefore, th a t public 
rhetoric about family caregiving responsibilities is replaced by a  recognition of society’s 
obligation to provide an  environment tha t adequately supports care giving individuals and 
the ir families. Care should be considered not as a family (thus female) but as a  collective 
social responsibility. Acknowledgement tha t the caregiving burden on women reinforces 
societal inequalities and impacts on the most vulnerable mem bers of society is the first 
step  in  th is process. The individual-based focus of m any Italian policies aimed a t tackling 
the caregiving burden (e.g. coping workshops, anger m anagem ent workshops and  
psychological counselling) tends to ignore the social and cultural forces underlying the 
fact th a t the majority of family caregivers are women, and th a t inequalities of income and 
education are reinforced by the economic and health  burden of caregiving. It would be 
more appropriate to explore potential changes a t the level of public policy and social 
s tru c tu re .
A shift in policy-making and public discourse in Italy is needed in order to acknowledge 
care work as a  function of social utility. Caregivers should be recognised for th e ir societal 
contribution as legitimate healthcare resources, with more protection of the ir rights. The 
majority of cu rren t policies in Italy focus on care-receivers. However, care should be 
conceived as a  dual process involving two parties a t risk. The increasing num bers of 
dependent elderly people with physical or behavioural im pairm ents who need  long-term  
care calls for a  corresponding growth in the num ber of caregivers in the fu tu re . In view of 
th is demographic and social problem, policies should consider both parties involved in 
long-term high-impact caregiving -  in the initial assessm ent, in service design, and  in 
follow-up.
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Support m ust be re considered according to the intrinsic character of care, especially in 
South European countries. All policies should be adjusted  to counter the proposition 
th a t ‘care ’is needed only in cases of crisis and during intensive periods. In Italy care is 
not a  focused, short-lived phenomenon, but should be seen  as a  ‘continuum ’ and 
ongoing. Thus there  is a need  to structure  support before, during and  after crisis stages. 
For instance in the case of long-term  care, the provision of a  range of follow-up and 
supervisory services is crucial. Periodic assessm ent, occupational therapy and respite 
care options should be standard, not only in acute situations but also in the interm ittent 
periods requiring less intensive care. The issues of in tegrated  care and  follow-up will 
become all the more important as the dem ands for post-acute care increase, and  carers 
are required to care for older individuals with underlying chronic disability, as well as 
with special needs generated by acute illness episodes.
Above all care emerges from this study as a  gender-asymmetrical process, systematically 
delegated to women, who bear most of its social and health  costs. Women’s health  
issues, and sleep poverty, are not fully addressed in a  context of high gender inequality 
such as Italy. This study suggests the need  to tackle the societal norm s th a t shape 
decision making, which are gender-asymmetric. The focus of care as the responsibility of 
individual families needs to shift to societal agencies. Long term  initiatives aim ed at 
improving gender equality in household tasks, or family policies th a t challenge the 
existing gender structure, may constitute a  basis for shifting the household division of 
labour towards a  more egalitarian direction. In summary, more th an  the obvious need  for 
improved welfare services, th is study advocates a  cultural shift, where childcare is 
perceived as a  resource, not a  ‘woman’s problem', and elderly care as a  societal collective 
responsibility ra th e r th an  an  individual one.
10.10 Conclusion
This study contributes to the cu rren t discussion on caregiving fatigue by focusing on 
sleep deprivation and the associated problems of middle-aged and older women who 
perform intensive care work in Italy. It has tried  to bring together th ree  stream s of 
resea rch  and contribute to it with a  qualitative study: research  on sleep poverty; on 
women’s health  in contexts of deficient welfare provision, and feminist literature tackling 
the natu re  of care, as gendered, lifelong and invisible. In doing so the aim  was to address 
a  particular gap in literature on Italian carers ' h ea lth  and sleep which exemplifies the 
lack of societal and political a ttention in these a reas .
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The choice of Italy for th is study enabled examination of the impact of social institu tions 
and normative contexts of care on the well-being of the carer. By analysing Italy, the 
study shows th a t inadequate welfare provision and substantial social pressure to provide 
intensive care for frail older relatives can contribute to the stra in  and p ressu res  
experienced by caregiving women, and adversely affect their sleep as well as the ir 
physical and psychological wellbeing and overall quality of life.
Overall, existing clinical studies show a lack of aw areness of the impact of caregiving, 
which leads to m issing the fuller picture of the complex dynamics of sleep disturbance. 
This is particularly the case w hen studying M editerranean societies, where care work 
predom inates in women’s lives. A stronger focus on care, especially w hen evaluating 
sleep deprivation in women, should complement biomedical and  neurological sleep 
research .
Qualitative m ethods are shown here to have the potential to contribute to new 
understandings of sleep poverty in caregivers, which could integrate and  clarify w hat 
underlies quantitative findings. By placing the focus on the direct and  lived experiences 
of caregiving women it has been possible to shed  light on unacknowledged fea tu res of 
sleep and health  issues surrounding care. A re conceptualization of the cu rren t 
m ainstream  perception of care applying only to physical tasks should be amplified to 
include its lifelong continuous character, including emotional care alongside physical 
labour.
A study of sleep th a t excludes qualitative information may fail to grasp critical underlying 
issues th a t would lead to appropriate policy m easures of change. Addressing wom en’s 
sleep complaints only clinically and pharmacologically is uni-dim ensional and  may not 
tackle the root causes of the problem if the caregivers’perspective is not endorsed . A 
carer-cen tred  and gender-sensitive approach should inform policies and resea rch  to 
make care more sustainable both for the carer and the cared for.
194
Chapter 11 
C onclusions
11.1 Research results
Informal interge ne rational care has always been the prim ary source of care in South 
European welfare states, such as Italy. Nevertheless, th is care system  is coming to term s 
with global demographic changes and transformations in family structu res. The growing 
elderly population, the transition  from the extended to the nuclear family, the greater 
participation of women in the labour force and changes in patterns of m ortality and 
fertility are all challenging the resources of families and individuals in the provision of 
interge ne rational care, in particular for older dependent adults (Eurofamcare 2005; 
2006; Eurostat, 2007; 2009; Harper, 2004; 2006).
This care crisis is particularly evident in Italy, which has the largest ageing population in 
Europe, the highest ra tes  of elderly people with long-term  degenerative illnesses, low 
welfare expenditure and inadequate policies in support of care for children and  frail 
relatives (Eurostat, 2007; 2009; ISTAT, 2008). The growing requirem ent for 
interge ne rational care and increasing participation of women in the labour m arke t 
challenge the traditional informal care exchange system  in Italy th a t has habitually 
com pensated for welfare deficiencies (Ferrera, 2005; Saraceno, 2003; 2005; Naldini, 
2007; Naldini and G uerrero Jurado, 2009).
This qualitative study of 65 women has explored the perceptions of interge ne rational 
care giving in two cohorts of Italian women (aged 40-50 and 51-80), living in a  Northern 
province, Mantua. Biographical and life-course narrative m ethods were u sed  to capture 
women’s experiences a t tim es of life-span transitions and to explore in-depth critical 
issues arising from intensive care.
Results focused on sleep poverty and other sleep complaints encom passing associated 
wellbeing problems, such as fatigue, burnout and diminished physical and  psychological 
wellbeing, as well as a  decline in women’s quality of life and self-actualisation. Data 
analysis showed th a t sleep quality and duration are deeply connected w ith caregiving 
activity for the majority of mid-life and older Italian women. While on the one h an d  a 
strong family ethic regards care as a  labour of love based on a  na tu ra l reciprocal 
exchange of help, on the other hand, w hen excessively one-sided, unsupported and
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prolonged, caring can tu rn  into an  overwhelming commitment th a t re strains the self and 
has a  deep impact on the ca re r’s sleep, physical and  psychological wellbeing.
Although caregiving for some carers was focused on a  specific illness and  had  a  
tem porary duration, for most Italian women it was an  ongoing commitment, embedded in 
the concepts of motherhood and femininity th a t pervade the different stages in the ir 
lives, in the form of child, spouse, elderly and  disabled care. The undertaking of caring 
tasks generally triggered a fragmented and wakeful sleep, characterised by discontinuous 
sleep patterns, th a t may degenerate into severe sleep poverty, sleep disturbances, or 
insomnia. These predominantly occured w hen undertaking long-term  care for 
degenerative, acute and chronic illnesses, where care dem ands were more burdensom e 
and in tense, exacerbating caregivers’ fatigue, and, by extension, im pacting on th e ir 
daytime performance and mood.
It was particularly during end-of-life care and  care for relatives with d iseases associated 
with behavioural and cognitive impairment, such as dem entia and Alzheimer’s, th a t the 
health  and sleep of the carer were put more a t risk. Severe effects on sleep, such  as 
insomnia, night-time awakenings, delayed sleep onset and dim inished a le rtness , were 
found. Nightmares, feelings of guilt, worries and anguish were also reported as negatively 
affecting sleep. All these disturbances were long-lasting and often continued for m onths 
after strenuous caring had  ceased.
Diminished psychological and physical wellbeing was also reported in conjunction w ith 
or as a  consequence of intensive care, involving anxiety, depression, s tre ss-re la ted  
physical disturbances and consumption of m edication to alleviate d istress. F inancial, 
physical and emotional pressures placed further stra in  on carers, significantly impacting 
on the ir quality of life. Long-term care of relatives implied lifestyle disruption, reduction 
or loss of employment, social and  relational losses and the severe lim itation of personal 
goals and freedom.
D ata analysis focused on two cohorts of women experiencing high sleep  restric tion  and  
problems associated w ith caregiving: older women (51 -80) undertaking long-term care for 
dependent elderly relatives, and middle-aged women (aged 40-50), who experienced the 
difficult reconciliation of childcare dem ands and paid work. The findings substan tia te  
those of previous research  th a t older co-resident caregivers for dependent elderly 
relatives are particularly at risk  of fatigue, ‘caregiver’s burnout’ and sleep poverty. The 
younger cohort displayed a  shift in values about family responsibilities for childcare, 
exhibiting greater willingness to externalise care and invest time in paid work.
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Nevertheless, these women continued to experience substantial time constraints, caused  
by inflexibility in the labour m arket, inadequacy of childcare facilities and  persisten t 
gender inequality in the division of domestic and caring labour. All th is was shown to 
have a  deleterious effect on women’s sleep, wellbeing and quality of life.
Italy rep resen ts an  im portant case for examining the ways th a t care-giving roles 
structure  women’s sleep and for examining the influence of the social and institu tional 
context of care on sleep. The particular in tensity  of family connections in  Italy and the 
close interge ne rational exchanges of informal care put into sharp  relief how caring 
delineates the extent and continuity of women’s sleep, highlighting how family care and 
relationships interact and in te rsec t w ith sleep. Furtherm ore, the study discussed how 
inadequate welfare provision and gender labour segregation in the household increased  
women's unpaid domestic caring work and contributed to time constraints, stra in , and 
sleep restriction. By focusing on women in Italy, th is study showed th a t to tackle 
caregivers’health  issues, consideration m ust be given to the  societal context of care, as 
caregiving roles are affected by lack of welfare provision, gender inequalities and  the 
cultural a ttitudes of devaluation and  delegation of unpaid caring work to women, all 
m oderated by social factors such as income, education, age and geographical location. 
These factors can contribute to intensifying the impact of caregiving on health  and  sleep, 
provoking extra domestic work, time constraints, strain  and fatigue as well as deepening 
gender inequalities.
Furtherm ore, findings suggest th a t pure reliance on quantitative and  case-control 
methods, normally adopted by clinical research on sleep and caregivers’ health , res tric ts  
the focus to the most m easurable and physical aspects of care and  fails to grasp the 
underestim ated burden arising from the non-physical‘invisible’aspects of care. Hence it 
fails also fully to value women’s wellbeing and  sleep complaints. These aspects can only 
be understood by taking into account not only the performance of physical tending and  
tasks during the night but also the substantial impact of women’s ongoing emotional and  
psychological labour, which affect the ir health  and sleep.
The study argues the need  to in tegrate sleep studies with a  qualitative, in-depth  
approach, paying more attention to wom en’s perspectives, which have previously tended  
to be m arginalised. When tackling sleep poverty, as well as any o ther wom en’s h ea lth  
issues connected to care, a  more nuanced  and comprehensive analysis is advocated, 
which recognises unpaid home labour, gender inequalities and  interge ne rational and  
social determinants. In addition th is study, by focusing on the intim ate are a  of sleep, has 
uncovered fundam ental aspects of gender inequality facing Italian women today.
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11.2 Limitations
Limitations to th is research  lie in the relatively restric ted  research  site, a  specific 
geographical province in the north of Italy, which cannot represen t the large regional 
disparities in welfare and social stratification across the national territory. Recruitm ent 
was m anaged through networking and, although atten tion  was paid to ensuring 
variability in the sample, possible bias in the snowballing selection may have occurred. 
Future research  could build on th is study by considering m ulti-m ethod approaches, 
including both quantitative and qualitative methods and larger sam ples, to obtain a  
comprehensive analysis of the impact of informal caregiving in Italy on the sleep, 
wellbeing and  health  of carers.
This study relied  on narratives and subjective self-reports of perceived sleep and 
wellbeing. Sleep complaints have not been validated by clinical m easures such as 
polysomnographic research , and therefore it is not possible to establish a  system atic 
linkage betw een sleep restriction, health  problems and caregiving. Nevertheless, the 
present findings are consistent with prior empirical research  about sleep disorders and 
diminished psycho-physical wellbeing in  caregivers (Kielcot-Glaser etcd., 1991; McCurry 
and Teri, 1995; McCurry etcd., 1998; McKibbin etcd., 2005; Rowe, 2008; Russo etcd., 
1995; Schultz et cd., 2004; Vitaliano et cd., 1993; Wilcox and King, 1999). 
Multidisciplinary investigation on the effects of caregiving on the hea lth  of women, 
comprising biomedical, psychological and sociological research , is required, in order to 
obtain a comprehensive and multifaceted understanding of the problem. G ender studies 
th a t include m en’s perspective and role in caregiving a t different stages of th e ir lives are 
also recommended.
In addition, fu rther cross-cultural research  is needed to analyse the diverse impact of 
care giving burdens across ethnic groups, putting more focus on the indirect impact, in  
intensifying caregiving fatigue, of broader cultural values and norms about family 
care giving as well as intergenerational obligations and gender roles. Also, the different 
roles of welfare s ta tes  and national policies in shaping the dynamics of care work and  
m oderating th e ir impact on caregivers’ health  should receive more attention.
11.3 Conclusions
As life expectancy increases, so does the percentage of elderly people with acu te, chronic 
and degenerative diseases in need of long-term care (Eurofamcare 2005; 2006; Eurostat, 
2007; 2009; Harper 2004; 2006). Caregivers them selves are therefore becoming 
increasingly a t risk  of fatigue, sleep disorders and psychological ill h ealth  and  morbidity,
198
with a  substantial latent impact on society. This thesis has exam ined the implications 
and infringem ent of intensive caregiving on sleep and the emotional and  physical 
wellbeing of women caregivers in Italy, as well as on their quality of life and self­
development. The role in Italy of inadequate welfare provision, cultural norm s about 
family obligations and inequalities in gender roles in increasing pressure on the carer are 
key findings of th is study.
A reconsideration of public services is advocated, placing caregivers’ experiences and 
perceptions a t the centre of policy debates. Carework should be acknowledged as unpaid 
work, and the caregiver as a  genuine health  resource, providing a  substantial social 
contribution. A carer-cen tred  and gender-sensitive approach should therefore inform 
research  and policy design in Italy, including the development of services th a t assess and 
follow up all parties involved in the process of caregiving and acknowledge its ongoing 
and gendered nature .
Long-term initiatives are also recom m ended to tackle gender inequalities in the 
household division of labour and to protect the rights and health  of women who perform 
caregiving. Interventions should aim not only to ease the caregiving burden but also to 
tackle the core of the problem, which lies in the devaluing of women and of th e ir unpaid 
domestic roles, the delegation to families of public healthcare responsibilities, and the 
cultural assum ption th a t women can and should take total individual responsibility for 
the care of dependent family members.
In addition, fu rther theoretical and conceptual reflection is needed on the na tu re  and 
impact of carework, emphasizing its gender asym m etric and boundary-ambiguous 
character, which involves an underestim ated extent of emotional, invisible, non-physical 
work alongside physical tending. Awareness on the pervasiveness, continuity and life 
long nature  of care labour should inform resea rch  and policy making.
Since caregiving for women is frequently a  lifelong experience, chronic sleep disruption 
associated with it is likely to have deleterious physical and psychological effects th a t not 
only affect the caregiver's wellbeing but may also in terfere with the ir ability to supply 
adequate care. Therefore, in a  context of global ageing and fewer available resources for 
caregiving, caregivers are a growing population a t risk  of morbidity and  require more 
attention. The exclusive reliance on informal care in an  increasingly ageing society may 
no longer be sustainable in Italy, owing to the social and health  costs involved for both 
elderly people and  the ir carers.
199
Chapter 12 
Bibliography
Aassve, A., Mazzucco S. and Mancarini, L. (2005) ‘Childbearing and  wellbeing: a  
comparative analysis of European welfare regimes’, Journal o f European Social Policy, 15 
(4): 283-299.
Abad, V.C. and Guilleminault, C. (2005) ‘Sleep and psychiatry’. Dialogues in clinical 
neuroscience, 7: 291-303.
Adrien, J . (2002) ‘Neurobiological bases for the relation between sleep and  depression’. 
Sleep Medicine Review, 6: 341-351.
Aguglia, E., Onor, M.L., Trevisiol, M. (2004), ‘S tress in the caregivers of Alzheimer’s 
patients: an  experimental investigation in Italy’, American Journal o f Alzheimers Disease 
and Other Dementias, 19(4): 248-252.
Arber, S. (1993), ‘Designing Samples’. In: Gilbert, N., Researching Social Life. London: 
Sage Publications.
Arber, S., Bote, M., Meadows, R. (2009), ‘Gender and socio-economic patterning of self- 
re ported sleep problems in B ritain’, Social Science & Medicine, 68 (2): 281-289.
Arber, S. and Cooper, H. (1999) ‘Gender differences in health  in la te r life: the new 
paradox?’. Social Science & Medicine, 48(1): 61-76.
Arber, S. Davidson, K., Ginn J . (editors) (2003), Gender and Ageing: Changing Roles and 
Relationships, Bucldngham: Open University Press.
Arber, S. and Ginn, J . (1992) Class and Caring: A Forgotten Dimension, Sociology, 26(4): 
619-634.
Arber, S. and Ginn, J . ( 1993) ‘Gender and inequalities in health  in la te r life’. Social 
Science & Medicine, 36(1): 33-46.
Arber, S. and Ginn, J . (1995a) ‘Gender differences in informal caring’. Health and Social 
Care in the Community, 3: 19-31.
Arber, S. and Ginn J . (editors) (1995b), Connecting Gender and Ageing, Buckingham: 
Open University Press.
Arber, S., Hislop, J ., Bote, M. and Meadows, R. (2007) ‘Gender Roles and  Women's Sleep 
in Mid and Later Life : a  Quantitative Approach’, Sociological Research Online, 12 (5) : 3, 
<http: / /W W W . socresonline.org.uk/12/5/3.html>.
Arber, S., Hislop, J ., Williams, S. (2007) ‘Gender, Sleep and the Life Course’ Sociological 
Research Online, 12 (5): 19, <http://w w w .socresonline.org.U k/12/5/19.htm l>.
Arber, S. and Venn, S. (2011) ‘Caregiving a t night: Understanding the impact on c a re rs ’ 
sleep’. Journal o f Aging Studies, 25,
<linkinghub.elsevier.eom/retrieve/pii/S0890406510000836>
200
Artacoz, L., Borrell, C., Benach., Joan, Cortes, L, Rohlfs, I. (2004) Women, Family 
dem ands and health: the importance of employment s ta tu s  and socio-economic position’. 
Social Science & Medicine, 59(2): 263-274.
Ayas, D.P., White, W.K., Al-Delaimy, J ., Manson, M., Stampfer F. (2003) A prospective 
study of reported sleep duration and incident diabetes in women’. Diabetes Care, 26: 
380-384.
Balbo, L. (2000) Working and Living with Equal Opportunity’, Inchiesta, 30 (127): 1-3.
Barer, B. M. and Johnson, C. L. (1990) ‘A Critique of the Caregiving Literature’, The 
Gerontologist, 30 (1): 26-29.
Beach, S. R., Schulz, R., Yee, J . L., and Jackson, S. (2000) ‘Negative and Positive Health 
Effects of Caring for a  Disabled Spouse : Longitudinal Findings From the Caregiver Health 
Effects Study’, Psychology and Aging 15: 259-71.
Becker, S. (2007), ‘Global Perspectives on Children’s Unpaid Caregiving’, The Family 
Globed Social Policy, 7(1): 23-50.
Becker, S., Bentolüa, S., Fernandes, A. Ichino, A. (2004) ‘Job insecurity and children 
emancipation: the Italian puzzle’, CESinfo, working paper no. 1144,
<www.iza.org/essle/essle2002/Bentolüa.pdf>
Belletti, C., Cologne se. A., Donati Siliprandi, D., Furlotti, R., Martini, M. (2000) 
L'emancipazione invisibile. Analisi della vita da casdlinga in un'area ricca, Bologna: 
Francoangeli.
Bellini, L.M., Shea, J . A. (2005) ‘Mood change and empathy decline persist during three 
years of in ternal medicine training’. Academic Medicine, 80:164-167.
Bengtson, V., Giarrusso, R., Mabry, J . B., Silver stein, M. (2002) ‘Solidarity, Conflict, and 
Ambivalence: Complementary or Competing Perspectives on Intergenerational 
Relationships?’, Journal o f Marriage and Family, 64 (3): 568-576.
Bengtson, V. L. (2001) ‘The Burgess Award Lecture: Beyond the Nuclear Family: The 
Increasing Importance of Mul tige nerational Bonds’, Journal o f Marriage and Family, 63
(1): 1-16.
Bettio, F., Simonazzi, A. and Villa, P. (2006), ‘Change in care regimes and  female 
migration: the “Care drain” in the Mediterranean’, Journal o f European Social Policy, 16 
(3): 271-285.
BiancheraE. and Arber, S. (2007) ‘Caring and sleep disruption among women in Italy’, 
Sociological Research Online, 12(5), <http :/ /w w w .socresonline.org.uk/12/5/4.htm l>
Bianchera, E. and Arber, S. (2008) W omen’s sleep in Italy: The influence of care-giving 
roles’. In: Brunt, L. and Steger, B. (editors). Worlds o f Sleep: Investigations into the 
Dormant Third o f our Lives, Vienna: Abt. Japanologie des Institutes fuer 
Ostasienwissenshaften der Universitaet Wien, pp. 131-151.
Bimbi, F. (1999) The family paradigm in the Italian Welfare State (1947-1996)’, Gender 
Inequalities in Southern Europe: Women, Work and Welfare in the 1990s, 4 (2): 72-88.
Bonnet M, Berry R, Arand D. (2003), ‘Clinical effects of sleep fragmentation versus sleep 
deprivation’. Sleep Medicine Reviews, 7 (4): 297-310.
201
Boudjeltia, K. Z., Faraut, B., Stenuit, P., Esposito, M. J ., Dyzma, M. e t al. (2008) ‘Sleep 
restriction increases white blood cells, mainly neutrophil count, in  young healthy  men: A 
pilot study’. Vascular Health and Risk Management, 4 (6): 1467-1470.
Boyd, S. L. and  Treas, J . ( 1989) ‘Family Care of the Frail Elderly: A New Look at "Women 
in the Middle"’, Women's Studies Quarterly, 17: 66-74.
Breakwell, G. M. (1995)’ ‘Interviewing’. In: BreakweU, G. M., Hammond, S., Fife-Schaw,
C. (Ekis.), Research methods in psychology, London: Sage, pp. 230-242.
Brenner, M. (1985) ‘Intensive interviewing’. In: Brenner, M., Brown, J ., Canter, D. (Eds.), 
The research interview: Uses and approaches, London: Academic Press, pp. 147-162.
Brum mett, B. H., Babyak, M. A., Siegler, I. C., Vitaliano, P. P., Ballard, E. L., Gwyther, L. 
P., Williams, R. B. (2006) ‘Associations Among Perceptions of Social Support, Negative 
Affect, and Quality of Sleep in Care givers and Noncare givers’, Hecdth Psychology , 25(2): 
220-225.
Brunt, L. and  Steger, B. (Eds.) (2008), Worlds o f Sleep: Investigations into the Dormant 
Third o f our Lives, Vienna, Abt. Japanologie des Institutes fuer Ostasienwissenshaften 
der Universitaet Wien.
Bryman, A. (2008) Social Research Methods, Oxford: Oxford University Press.
Butler, J . (2004) Undoing Gender, New York: Routledge.
Butler, J . (1989) Gender Trouble: Feminism and the Subversion o f Identity, New York: 
Routledge.
Campbell, J . and Bunting, S. (1991) Voices and paradigms: Perspective son  critical and 
feminist theory in nursing’. Advances in Nursing Science, 13: 1-15.
Cantor, M.H. (1992) ‘Families and care giving in an  aging society’. Generations, 16, 67-70.
Carmack, B. J . ( 1997) ‘Balancing Engagement and Detachm ent in Caregiving’, Journal o f  
Nursing Scholarship, 29 (2): 139-143.
Carnevali, S. (2006) Cultura e Genere: un binomio peril cambiamento, M antua: Consiglio 
Provinciale di Parità.
Carter, P. A. (2002) ‘Caregivers' Descriptions of Sleep Changes and Depressive 
Symptoms’, Oncology Nursing Forum, 29(9): 1277-83.
Cesa-Bianchi, M. (1999) Psicologia delVinvecchiamento. Caratteristiche e problemi. Roma: 
Carocci.
Chang, P.P., Ford, D.E., Cooper, P.L., Klag, M.J. (1997) ‘Insomnia in young m en and  
subsequent depression: The Johns Hopkins Precursors Study’, American Journal o f  
Epidemiology, 146(2): 105-114.
C hattat, R. (2004) L'invecchiamento. Rome: Carocci.
Chatzitheochari S. and Arber, S. (2009) Time Use Survey - Lack of sleep, work and  the 
long hours culture: evidence from the UK’, Work Employment Society, 23-30.
Chenitz, W., and Swanson J ., (1986) ‘Qualitative research using grounded theory’in 
FromPrachce to Grounded Theory: qualitative research in nursing, Chenitz W. & Swanson 
J . (Eds), Addison-Wesley: Menlo Park, CA, pp. 3-15.
202
Chien, K., Chen, P., Hsu, H., Su, T., Sung, F., Chen, M. (2010) H abituai sleep duration 
and insom nia and the risk  of cardiovascular events and all-cause death: Report from a  
community based cohort’ SZeep, 33: 177-184.
Clipp, E. C, and George, L. K. (1993) H em entiaand  cancer: A comparison of spouse 
care ^ m ng’The Geronntologist, 33, 534-541.
Code, L. (1991) What can she know? Feminist theory and the construction o f knowledge. 
Ithaca, NY; Cornell University Press.
Cohen, C. A., Gold, D. P. , Shulm an, Zucchero, C. A. (1994) ‘Positive Aspects in 
Caregiving: An Overlooked Variable in Research’ Canadian Journal on Aging 13:378-91.
Cohen L. and Manion, L 1994, Research Methods in Education, London and New York: 
Routledge.
Connell, C. M. (1994) ‘Impact of spouse care giving on health  behaviors and physical and 
m ental health s ta tu s’, American Journal o f Alzheimer's Careand Related Disorders, 26-36.
Cooke, L. P. (2008) ‘Gender Equity and Fertility in Italy and Spain’, Journal o f Social 
Policy, 38 (1): 123-140.
Coyne, A. C., ReichmanW.E. and  Berbig, L.J. (1993) The relationship be tween dem entia 
and elder abuse’. The American Journal o f Psychiatry, 150: 643-646.
Creese, J ., Bedard, M., Brazil, K., Chambers, L. (2008) ‘Sleep disturbances in spousal 
caregivers of individuals with Alzheimer's disease,/ntemotionaZ Psychogeriatrics, 20: 149- 
161.
Creswell, J . W. (1998) Qualitative inquiry and research design: Choosing among five 
traditions. Thousand Oaks, CA: Sage.
D’Amelio, M., Terruso, V., Palmeh, B., Di Benedetto, N., Famoso, G., Cottone, P., Aridon, 
P., Ragonese, P. and Savettieri, G. (2009) ‘Predictors of caregiver burden in partners of 
patients with Parkinson’s disease’. Neurological Sciences, 30 (2): 171-174.
Da Roit, B. and Facchini, C. (2010) Anziani e badanti. Le differenti condizioni di chi è 
accudito e di chi accudisce, Bologna: Franco Angeli.
Da Roit, B. and Naldini, M. (2008) ‘Working and caring for an  older paren t in Italy’, 
Report for the ‘Working Under Pressure'project. University of Turin.
Da Roit, B. and Sabatinelü, S. (2005) ‘II mode Ho m editerraneo di welfare trafam igliae  
m ercato’, Stato e Mercato, 2: 267-290.
Daly, M. and Lewis, J . (2000) The concept of social care and the analysis of 
contemporary welfare sta tes’, British Journal o f Sociology, 51 (2): 281-298.
De Beauvoir, S. (1999) U secondo sesso, Milan: II Saggiatore.
Del Boca, D. (2001), The effect of child care and  part time opportunities on participation 
and fertility decisions in Italy’Journal of Population Economics, 15(3): 549-573.
Del Boca, D. and Locate Hi, M. (2008) ‘Motherhood and participation’. In: Del Boca, D. 
and  Wetzels, C. (Eds.), Social policies, labour markets and motherhood, Cambridge : 
Cambridge University Press, pp. 155-180.
203
Denzin, N. K., and Lincoln, Y. S. (Eds.) (1994). Handbook o f Qualitative Research 
Thousand Oaks, CA: Sage.
Di Nicola, P. (2005) Crisi délia natalità e nuovi modelli riproduttivi. CM raccoglie la sfida  
délia crescita zero? Bologna: Franco Angeli.
Dijk, D. J ., Beersma, D. G. and Bloem, G. M. (1989) ‘Sex differences in  the sleep EEG of 
young adults: visual scoring and spectral analysis’ Sleep, 12; 500-507.
Dijk, D.J., Duffy, J.F ., Czeisler, C.A. (2002) ‘Circadian and sleep/wake dependent 
aspects of subjective alertness and cognitive performance’. Journal o f Sleep Research, 1
(2): 112-117.
Diekelmann, S. and Born, J . (2010) The memory function of sleep’. Nature Reviews 
Neuroscience, 11: 114-126.
Dilworth-Anderson P., Williams I.C., Gibson B.E . (2002) ‘Issues of Race, Ethnicity, and 
Culture in Caregiving Research: A 20-Year Review ( 1980-2000)’, The Gerontologist, 42 (2): 
237-272.
Dinges, D. F., Pack, F., Williams, K. (1997) ’Cumulative sleepiness, mood disturbance, 
and psychomotor vigilance performance decrements during a  w eek of sleep restricted to 
4-5 hours per n igh t’. Sleep, 20;267-277.
Dzajaa, A., Arber, S., Hislop, J ., Kerkhofsc, M., Koppd, C., Pollmacher, T., Polo-Kantolae, 
P, Skenef, D. J ., Stenuitc, P., Toblerd, I., Porkka-Heiskaneng, T. (2005) ‘Women’s sleep in 
health  and d isease’. Journal o f PsycMatric Research, 39: 55-76.
D urm er J.S . and Dinges D.F. (2005) ‘Neurocognitive consequences of sleep deprivation’. 
Seminars in Neurology, 25:117-129.
Eichler,M. (1988) Nonsexist research methods: A practical guide. Boston: Allen and 
Unwin.
Eisdorfer, C., Czaja, S. J ., Loewenstein, D. A., Rubert, M. P., Argue lies, S. Mitrani, V., 
Szapocznik, J . (2003) The Effect of a  Family Therapy and Technology-Based Intervention 
on Caregiver Depression’, Gerontologist, 43 (4): 521-31.
Eurofamcare Consortium (2005) ‘Supporting Family Carers of Older People in Europe. 
Empirical Evidence, Policy Trends and Future Perspectives’, Eurofamacare Report 
<http: /  /  www.uke.de/extern/ eurofamcare /  documents /nabares /peubare_a4.pdf>
Eurofamcare Consortium (2006) ‘Services for Supporting Family Carers of Older 
Dependent People in Europe : Characteristics, Coverage and Usage ’, Eurofamcare Trans - 
European Survey Report ( 19)
<http: /  /  www.uke.de/extern/ eurofamcare/documents /  deliverables /  teusure_web_08021 
5.pdf>
Eurostat (2006) ‘Populations and social conditions’. Statistics in focus (4)
< http: / /epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-NK-06-004/EN/KS-NK-06- 
004-EN.PDF>
Eurostat (2007) Europe in figures. Eurostat yearbook 2006-07, Luxembourg: Office for 
Official Publications of the European Communities
<http: /  /  e pp. e urostat.ec .europa. eu /  cache /  ITY_OFFPUB/ KS-CD-06-001 /  EN /  KS-CD-06- 
001-EN.PDF>
204
Eurostat (2009) Europe in figures. Eurostat yearbook 2009, Luxembourg: Office for 
Official Publications of the European Communities,
<http: /  /e  pp. euros tatec.europa. e u /cache/ITY_OFFPUB/KS-CD-09-001/EN/KS-CD-09- 
001-EN.PDF>
Efyers, I., Cope, E., Ellmers, T., Luff, R. and  Arber, S. (2009) Long-term  care a t night: 
understanding sleep in care hom es’, Intemadonol Journal o f Integrated Care, 9 (30).
Fairhurst, E. Theorising Sleep Practices and  Later Life: Moving to Sheltered Housing’, 
Sociological Research Online, 12(5), <http://w ww.socresonline.org.Uk/12/5/ 10.html>.
FennK.M., Nusbaum H.C., MargoliashD. (2003) ‘Consolidation during sleep of 
perceptual learning of spoken language’. Nature, 425: 614-6.
Fernandez, C. and A. Sevilla-Sanz (2008) ‘Social norms and household time allocation’. 
Working Paper No. 648, lE^SE Business School,
<http: /  /  www.iese.edu/research/pdfs/DI-0648-E.pdf>
Fernandez, C., Gimenez-Nadal, I., Sevilla-Sanz, A. (2010) ‘Gender Roles and  the 
Household Division of Unpaid Work: Evidence from the Spanish Time Use Survey’, 
Feminist Economics, 16(4): 45-57.
FerraraM . and De GennaroL. (2001), ‘How m uch sleep do we need?’. Sleep Medicine 
reviews, 5(2): 155-179.
Ferrera, M. (1996) The southern  model of welfare in social Europe’, Journal o f European 
Social Policy, 6 (1): 17-37.
Ferrera, M. (Ed.) (2005), Welfare States and Social Safety Nets in Southern Europe, 
London: Routledge.
Finch, J. and Groves, D. (1983) A Labour o f Love: Women, Work and Caring, London: 
Routledge and Kegan Paul.
Flaskerud J.H . (1998) H ealth  problems of low-income female caregivers of adults w ith 
HIV/AIDS, Health Care for Women Intemaüonàl, 19(1): 23-36.
Gallagher, S., Phillips, A. C. and Carroll, D. (2009) ‘Parental stress is associated w ith 
poor sleep quality in parents caring for children with developmental disabilities’. Journal 
o f Pediatric Psychology Advance Access, 35 (7): 728-737.
Gallagher, D., Rose, J ., Rivera, P., Lovett, S. & Thompson, L. W. (1989), ‘Prevalence of 
de pression in  family caregivers’. The Gerontologist, 29:,449-456.
Gangwisch, J.E ., Heymsfield, S.B., Boden-AlbalaB., Buijs R.M., Kreier F., Pickering, 
T.G., Rundle, A.G., Zammit, G.K., Malaspina, D. (2007) ‘SleepD uration as a  Risk Factor 
for Diabetes Incidence in a Large US Sample’ SZeep, 30( 12): 1667-1673.
Gershuny, J . (2000), ‘Changing times: Work and leisure in postindustrial society’,
Oxford: Oxford University Press.
Gershuny, J . and Sullivan, O. (2003) Time Use, Gender, and Public Policy Regimes’, 
Social Politics: International Studies in Gender, State & Society, 10 (2): 205-228.
Giardini, A., Ferrari, P., Preti, P., Vigone, E. E. (2008) ‘Le emozioni del familiare - 
care giver in cure palliative nellafase di fine vita’. La rivista italiana di cure palliative, 2: 
13-18.
205
Gierveld, J . and van Tilburg, T. (2004) Living arrangem ents of older adults in  the 
Netherlands and Italy: Coresidence values and behaviour and the ir consequences for 
loneliness’, Joumcd o f Cross - Cultured Gerontology, 14 (1): 1-24.
Glaser, B. (1992). Basics o f Grounded Theory Analysis. Mill Valley, CA: Sociology Press.
G laser B. and S trauss A. (1967) Discovery o f Grounded Theory. Strategies for Qualitative 
Research, Chicago: Aldine Publishing Company.
Glaser, K. (1997) The living arrangem ents of elderly people’. Reviews in Clinical 
Gerontology, 7: 63-72.
Glaser, K. and Tomassini, C. (2000) Troximity of Older Women to th e ir children. A 
Comparison between Britain and Italy’, The Gerontologist, 40: 729-737.
Glazer-Malbin, N. (1976), Housework’, Signs, 1 (4): 905-922.
Glick Schiller, N. (1993) The invisible women: Caregiving and the construction of AIDS 
health  services culture’. Medicine and Psychiatry, 17(4): 487-512.
Gonzalez, M.J., Jurado, T. and Naldini, M. (2009), ’What Made Him Change? An 
Individual and National Analysis of Men’s Participation in Housework in 26 C ountries’, 
DemoSoc Working Paper 30, <http:/ /  sociodemo.upf.edu/pape rs.html>
Gori, C. (2000) ‘Solidarity in Italy's policies towards the frail elderly: a value a t s tak e ’, 
Intemational Journal o f Social Welfare, (9): 261-269.
Gori, C. (2002) iZ welfare nascosto: U mercato privato delVassistenza in Italia, Rome: 
Carocci.
Graham, H. ‘Caring: a labour of love’ in Finch, J . and Groves, D. (1983) A Labour o f Love: 
Women, Work and Caring, London: Routledge and Kegan.
Gregory A.M., Caspi A., EleyT.C., Moffitt T.E., Oconnor T.G., Poulton R. (2005) 
‘Prospective longitudinal associations be tween persistent sleep problems in  childhood 
and anxiety and depression disorders in adulthood’, Joumcd o f Abnormal Childhood 
Psychology 33:157-163.
Grisotto, P. (2006) ‘iZ mestiere di madre: un'arte da stratega, fra  abïlità, risorse, vincoli e 
difficoltà', Msc thesis. University of Verona.
Groeger, J ., Zilstra, F. and Dijk, D.J. (2004) ‘Sleep quantity, sleep difficulties and  th e ir 
perceived consequences in a  representative sample of some 2000 B ritish ad u lts’, Joumcd 
o f Sleep Research, 13: 359-371.
Guerrina, R. (2005) Mothering the union: gender politics in the EU, M anchester: 
M anchester University Press.
Gutierrez-Domenech, M. (2003) ‘Employment After Motherhood: A Ekiropean 
Comparison’, CEP Discussion Papers dp0567. Centre for Ekîonomic Performance, LSE.
Hall, J. and Stevens, P. ( 1991) Rigor in feminist research’. Advances in Nursing Science, 
13: 16-29.
Happe, S. and Berger, K. (2002) The association between caregiver burden and  sleep 
disturbance in partners of patients with Parkinson's disease’. Age and Aging 31: 349-354
206
Harper, S. (2006) Ageing Societies: Myths, Challenges and Opportunities, London: Hodder 
Arnold.
Harper, S. (2004) Families in Ageing Societies, Oxford: Oxford University Press.
Harrison Y., Horne J.A., RothwellA. (2000) Rrefrontal neuropsychological effects of sleep 
deprivation in young adults: a  model for healthy aging?’ Sleep, 23: 1067-73.
He arson, B. and McCle m ent, S. (2007), ‘Sleep disturbance in family caregivers of patients 
with advanced cancer’, JnfemotionaZ Journal o f Palliative Nursing 13(10): 495-501.
Hibbard, J . and Pope, C. R. (1986) ‘Another look at sex differences in the use of medical 
care : Illness orientation and the types of morbidities for which services are u sed ’. 
Women's Health, 11:21-36.
Hirst, M. (2005) ‘Carer distress: A prospective, population-based study’ Social 
Science & Medicine, 61: 697-708.
Hislop, J . and Arber, S. (2003a) ‘Sleepers Awake! The Gendered Nature of Sleep 
Disruption among Mid-Life Women’, Sociology, 37 (4): 695-711.
Hislop, J . and Arber, S. (2003b) ‘Understanding Women's Sleep Manage ment: Beyond 
Me dicaliza.tion-Healtln(Àza.tion?' Sociology o f Health and Illness, 25 (7): 815-837.
Hislop, J . and Arber, S., (2003c), Sleep as a  social act: A window on gender roles and 
relationships in Arber, S., Davidson, K. and Ginn, J . (Eds), Gender & Ageing: Changing 
Roles and Relationships M aidenhead, McGraw Hill/Open University Press: 186-205.
Hislop, J . and Arber, S. (2006) ‘Sleep, gender and ageing: Temporal perspectives in  the 
mid-to-later life transition’. In T. C alasanti and K. Slevin (editors) Age Matters:
Realigning Feminist Thinking, London: Routledge.
Hislop, J ., Arber, S., Meadows, R. and  Venn, S. (2005) ‘Narratives of the night: The Use 
of Audio Diaries in Researching Sleep’. Sociological Research Online, 10 (4), <http: www. 
socresonline.org.uk/10/4/ hislop. htlm>.
Hochschild, A. (1983) The Managed Heart, Berkley: University of California Press.
Hochschild, A.R. and Machung, A. (1989) The second shift: working parents and the 
revolution at home. New York: Viking Penguin.
Hollinger, F. and  Haller, M. ( 1990) ‘Kinship and Social Networks in  Modern Societies: A 
Cross-Cultural Comparison among Seven Nations’, European Sociological Review, 6 (2): 
103-124.
Holmes A., Burgess H., McCullock K., Lamond N., Fletcher A., Dorrian J ., Roach G. and 
Dawson D. (2001) ‘Daytime cardian autonomic activity during one week of continuous 
night shift’. Journal o f Human Ergology, 30:223-8.
Horton, K. and Arber, S. (2004) ‘Gender and the negotiation between older people and 
their carers in the prevention of falls’. Ageing & Society, 24: 75-94.
Hunt K, Ford G, Harkins L, Wyke S. (1999) ‘Are women more ready to consult th a n  m en? 
Gender differences in family practitioner consultation for common chronic conditions’, 
Joumcd of Hecdth Services Research à, Policy, 4(2):96-100.
Irigaray, L. (1994) La democrazia comincia a due, Turin:Bollaü-Boringhieri.
207
Irigaray, L. (1997) Essere due, Turin:Bollati-Borin^ieri.
ISTAT -  Istituto Nazionale di Statistica (2008), Conciliare lavoro e Famiglia. Una sfida  
quotidiana, Argomenti, 33- 2008, Rome: ISTAT.
Jackson A., CavanaghJ., Scott J . (2003) ‘A systematic review of m anie and depressive 
prodromes’. Joumcd o f Affective Disorders 7^:209-217.
Jam es, N. (1992) ‘Care = organisation + physical labour + emotional labour’. Sociology o f  
Hecdth and ÏÏlness, 14 (4): 488-509.
Jam es, N. (1989) ‘Emotional labour: skills and  work in the social regulation of fee lings’in 
L. Mackay, K. Soothill, K. M. Me lia (Eds.) Classic texts in hecdth care, Oxford:
Butte rworth Heinemann.
Kaplan, L. and Boss, P. (2004) ‘Depressive Symptoms among Spousal Caregivers of 
Institutionalized Mate s with Alzhe imer's : Boundary Ambiguity and Mas te ry as 
Predictors’, Family Process, 38 (1): 8 5 -  103.
Keddy, S. Sims, P. S tern  and P. Noe rage (1996) Grounded theory as feminist research 
methodology, Joumcd o f Advanced Nursing, 23:448-453.
Kiecolt-Glaser, J.K., Dura, J.R ., Speicher, C.E., Trask, O.J., Glaser, R. (1991) ‘Spousal 
caregivers of dem entia victims: longitudinal changes in immunity and h ea lth ’. 
Psychosomatic Medicine, 53: 345-362.
Kiecolt-Glaser, J.K., Marucha, P.T., Malarkey, W.B., Mercado, A.M., Glaser, R. (1995) 
‘Slowing of wound healing by psychological stress Lancet, 346: 1194-1196.
KimY. and Schulz R. (2008) ‘Family caregivers'strains: comparative analysis of cancer 
care giving with dementia, diabetes, and frail elderly caregiving’, Joumcd o f Aging and 
Hecdth, 20(5): 483-503.
King, T. ( 1993) The experiences of midlife daughters who are caregivers for the ir 
m others’. Health Care for Women Intemational, 14: 419-426.
King, A.C., Oka, R.K., Young, D.R. (1994) ‘Ambulatory blood pressure and h eart ra te  
responses to the stress of work and care giving in older women’, Joumcds o f Gerontology 
Series A: Biological Sciences and Medical Sciences, 49: 239-245.
Knutson, K.L., Spiegel, K. PenevP. and Van Cauter, E. (2007), The metabolic 
consequences of sleep deprivation’. Sleep Medicine Review 11: 163-178.
Krueger J ., Majde J.A., Obâl, F. (2003) ‘S leepin  host defence’, Brcdn, Behaviour and 
Immunity, 17:41-47.
Lamura, G., Gori, C., H anau, C., Polverini, F., Principi, A., Tomassini, C., (2008a) 
‘L'informazione statistica suH'assistenza agli anziani in Italia: un  quadro empirico’ 
Tendenze nuove (3) 325-340.
Lamura, G., Mnich, E., Wojszel B., KreversB., Mesteheneos, L., Dohner, H., on behalf of 
the EUROFAMCARE Group (2008b) ‘Family Carers' Experiences Using Support Services 
in Europe: Empirical Evidence From the EUROFAMCARE Study’ The Gerontologist 48(6): 
752-771.
Land, H. (1979) The changing place of women in Europe’, Daedcdus, 108(2): 73-94
208
Land, H. (1989), 'The construction of dependency'. In: M. Buhner, J . Lewis andD . 
Piachaud (Eds.), The Goals o f Social Policy, London: Unwin Hyman.
Land, H. (2000a) 'La Ricostruzione de 11a dipe nde nza de lie donne’. In: Bimbi, F., Ruspini, 
E., (Eds.), Povertà delle donne e trasformazione deirapporii di genere, Inchiesta, 128, pp. 
85-90.
Land, H. (2000b) 'Who cares for the family?'. In: Goodin, R.E. and Mitchell,D. (Eds.), The 
Foundations o f the Welfare State, London: Ekiward Elgar, pp. 381-408.
Land, H. (2002) ‘Spheres of care in  the UK: separate and unequal’. Critical Social Policy, 
22(1): 13-32.
Land, H. and Rose, H. ( 1985) ‘Compulsory Altruism for Some or an  Altruistic Society for 
All?’. In: Bean, P., Ferris, J . and Whynes, D. (Ekis.) In Defence o f Welfare,
London: Tavistock, pp. 74-96.
Le Bihan, B. and Martin, C. (2006) ‘A Comparative Case Study of Care Systems for Frail 
Elderly People: Germany, Spain, France, Italy, United Kingdom and Sweden’, Social 
Policy & Administration, 40 (1): 26-46.
Lee, C. (1999) ‘Health, Stress and  Coping among Women Care givers’JoumoZ o f Health 
Psychology, 4(1) 27-40.
Lee, R. M. (1993) Doing research on sensitive topics. London: Sage.
Lee, R. M. (2000) Unobtrusive methods in social research. Buckingham: Open University 
Press.
Leichsenring, K. (2004) ‘Developing integrated health  and social care services for older 
persons in Europe ’, Intemational Joumcd o f Integrated Care, 4 (3): 1-15
Lewis, J . (2006) W ork/family reconciliation, equal opportunities and  social policies: the 
interpretation of policy trajectories a t the EU level and the m eaning of gender equality’, 
Joumcd o f European Public Policy, 13 (3) : 420-37.
Lewis, J. (2006) ‘Men, women, work, care and policies’, Joumcd o f European Social Policy 
0958-9287; 16 (4): 387-392.
Lewis, J . and Meredith, B. (1988) Daughters Who Care, London: Routledge.
Lindberg, E., Janson, C., Gislason, T., Bjornsson, E., Hetta, J ., Boman, G. (1997) ‘Sleep 
disturbances in a  young adult population: can gender differences be explained by 
differences in psychological s ta tu s ’. Sleep, 20:381-387.
Lindlof, T. R., and Taylor, B. C. (2002), Qualitative Communication Research Methods, 
Thousand Oaks, CA: Sage.
Lovallo, W.R. and Thomas, T.L. (2000) ‘S tress hormones in psychophysiological research: 
emotional, behavioural, and cognitive implications’in: Cacioppo, J.T ., Tassinary, L.G., 
and Berntson, G.G., Handbook o f Psychophysiology, pp. 342-367.
Lowder, J.L., Buzney, S.J., Buzo, A.M. (2005) The caregiver balancing act: giving too 
m uch or not enough’. Care Management Joumcds, 6 (3): 159-65.
209
Lucchini, M., Saraceno, C. and Schizzerotto, A. (2007) D ual-eam er and dual-career 
couples in contemporary Italy’, Zeitschrift fu r Farrdlieriforschung, 19(3) : 290-310.
Lundberg, S. and  Poliak, R. A. (1994) ‘Noncooperative Bargaining Mode Is of Marriage’ 
American Economic Review Papers and Proceedings 84(2): 132-37.
Lûscher, Kurt (2000) ‘Ambivalence. A key concept for the study of intergenerational 
relations’in: Trnka, S. (Ed.): Family issues between gender and generations, 
Luxembourg: European Communities, p. 11-25.
Lüscher, Kurt (2002) ‘Intergenerational ambivalence. Further steps in theory and 
research’. Journal o f Marriage and Family, 64: 585-593.
Lüscher, Kurt and Pillemer, Karl (1998) ‘Intergenerational ambivalence. A new approach 
to the study of parent-child relations in later life’, in: Journal of Marriage and the Family, 
60(2): 413-425.
MacIntyre, S., FordG., Hunt K. (1999), ‘Do women 'over-report'morbidity? Men's and 
women's responses to structured  prompting on a  standard  question on long standing 
illness’. Social Science & Medicine, 48(1): 89-98.
Maclennan, W. J . (1998) ‘Age and Ageing’, Caring for carers, 27: 651-652.
Marenzi, A. and Pagani, L. (2004) The labour m arket participation o f‘sandwich 
generation’ Italian women’, LSE working paper,
<rlab. 1 s e .ac.uk /  lower/ final_pape rs/pagani. pdf>.
Martin, W. and Bartlett, H. (2007) The social significance of sleep for older people with 
dem entia in  the context of care ’, Sociological Research Online; 12 (5) 11.
< h ttp :/ /  W W W . socresonline .org .uk/12/5/11 .html>
Mason, J . ( 1996) ‘Gender, care and sensibility in family and kin relationships’in J . 
Holland and L. Adkins (Eds.) Sex, Sensibility and the Gendered Body, Basingstoke: 
Macmillan.
Mason, J . (1996) Qualitative Researching, London: Sage.
McCurry, S. M. and Teri, L. (1995). Sleep disturbance in elderly caregivers of 
dem entia patients. Clinical Gerontologist, 16: 51-66.
McCurry, S. M., Logsdon, R. G., Vitiello, M. V., Teri, L. (1998) ‘Successful 
behavioral treatm ent for reported sleep problems in elderly caregivers of dem entia 
patients: A controlled study’, Joumcd o f Gerontology: Psychological 
Sciences, 53(2): 122-129.
McGrew, K.B. (1998) ‘Daughters' caregiving decisions: from an  impulse to a  balancing 
point of care ’, Joumcd o f Women & Aging, 10 (2):49-65.
McKibbin, C. L., Ancoli-Israel, S., Dimsdale, J . Archuleta, C., von Kanel, R., Mills, P., 
Patterson, T. L., Grant, I. (2005) ‘Sleep in spousal caregivers of people with alzhe imer’s 
d isease’. Sleep, 28 (10): 1245-1250.
Martin, W. and Bartlett, H. (2007) The Social Significance of Sleep for Older People with 
Dementia in the Context of C are’, Sociological Research Online, 12 (5).
210
Meadows, R. (2005) The 'Negotiated Night': An Embodied Conceptual Framework for the 
Sociological Study of Sleep’, The Sociological Review, 53(2): 240-254.
Meadows, R., Arber, S., Venn, S., Hislop, J . and Stanley, N. (2009) ‘Exploring the 
interdependence of couples' res t - wake cycles: an  actigraphic study’, Chronobiology 
Intemadonol, 26(1): 80-92.
Messinger-Rapport, B. J . (2006) îm pact of Dementia Caregiving on the Care giver in  the 
Continuum of C are’, The annals o f long-term care, 14(1): 34.
Milkie, M. A. and Peltola, P. (1999) Playing All the Roles: Gender and the Work-Family 
Balancing Act’, JoumoZ o/Mornog^e and Family, 61(2): 476-490.
Miller, E., Berrios, G.E., Politynska, B.E. (1996) ‘Caringfor someone with Parkinson’s 
disease: factors th a t contribute to distre ss’. International Joumcd o f Geriatric Psychiatry, 
11: 263-268.
Micheli,G.A. (2006) Stratégie di family formation. Cosa sta cambiando nella famiglia forte 
mediterranea, Bologna: Franco Angeli.
Moreno, L. (2002) ‘Mediterranean Welfare a n d ‘Superwomen”, Working Paper 02-02, 
Madrid, UPC.
Morse, JM (2001) ‘Situating grounded theory within qualitative inquiry’. In: Schreiber, 
R.S., Stern, P.N. (Ekis.) Using Grounded Theory in Nursing, New York: Springer.
Naldini, M. (2003) The Family in the Mediterranean Welfare States, London: Routledge.
Naldini, M. and a Guerrero Jurado, T. (2009) Pamilies, Markets and Welfare S tates - The 
Southern European Model’, Paper from ESPANET-Conferenee “The future o f the welfare 
state. Paths o f social policy innovation between constraints and opportunities” Urbino 
(Italy), 17-19 Septem ber2009.
Naldini, M. and Saraceno, C. (2008) ‘Social and family policies in Italy: not totally frozen 
but far from structural reforms’, Socicd&Policy, 42 (7): 733-748.
Nash, J.M. (1992) ‘Whenlove is exhausted’. Time, 139 (14): 24
<http: /  /  www. time. com /  time /  magazine /  article /0 ,9 171,975218,00. html>
Neale, J . (2009) Research Methods for Hecdth and Social Care, New York: Palgrave 
Macmillan.
Oakley, A. (1981) Subject Women. Oxford: Robertson.
Oakley, A. (1985) The Sociology o f Housework. Oxford: Blackwell.
OECD (2009a) OECD Factbook 2009: Economic, Environmental and Social Statistics,
OECD Publishing, < www.oecd-ihbrary.org/economics/oecd-factbook-2009_factbook- 
2009-en >
OECD (2009 b) Society at a glance 2009: OECD social indicators, OECD Publishing, 
<www.oecd.org/els/social/family/database >
O’Reilly, F., Finnan, F., Allwright, S. (1996) The effects of caring for a  spouse w ith 
Parkinson’s disease on social, psychological and physical well being’, British Joumcd o f  
General Practice, 46: 507-512.
211
Paoletti, L (1999) ‘A HalfLife: Women Caregivers of Older Disabled Relatives,’JoumoZ o f  
Women & Aging, 11(1): 53-67.
Paoletti, I. (2002) ‘Caring for Older People: A Gendered Practice’, Discourse & Society, 13 
(6): 805-817.
Parker, R. (1981) Tending and  social policy’ in E. M. Goldberg, S. Hatch (editors) A New  
Look at the Personal Social Services, London: Policy Studies Institute.
Patton, M. Q. (1990) Qualitative Evaluation and Research Methods, Newbury Park, CA: 
Sage.
Pe Bonito, A. (2008) ‘SleepPovertyin Caregivers of Individuals with Alzheimer’s D isease’, 
University of Florida Working Paper, <http: /  /  agene twork. phhp. ufl. edu / d u ff  html>
Phyllis, M., Robison, J . and Fields, V. (1994) Women's Work and Caregiving Roles - A 
Life Course Approach’, Journal o f Gerontology, 49(4): 176-186.
Piazza, M. (2000) ‘I sistemi di conciliazione tra  i tempi del lavoro familiare, i tempi del 
lavoro professional, e i tempi dei servizi’, QuademiRegioncdi di Ricerca (16) Milano: IReR 
Regione Lombardia.
Piccone-Stella, S. and Saraceno, C. (1996) ‘Genere: la  costruzione sociale del femminüe e 
del maschile, Bologna: 11 Mulino.
Pickard, L. (2001) ‘Carer B reaker Carer-blind? Policies for Informal Carers in  the UK’, 
Social Policy & Administration, 35 (4): 441-458.
Pinquart, M. and Sorensen, S. (2006) ‘Gender differences in caregiver Stressors, Social 
resources, and Health: an  updated m edia analysis’. Journal of gerontology, 61B(1): 33- 
45.
Poliak, C.P. and Perlick, D.(1991) ‘Sleep problems and the institutionalization of the 
elderly’, JoumoZ o f Geriatric Psychiatry and Neurology 4 (4): 204-210
Ponzellini, A. (2006) Work-life Balance and industrial relations in Italy’, European 
Societies, 8 (2): 273-294.
Pratt, C., Schmall, V. and Wright, S. (1987) ‘Ethical concerns of family caregivers to 
dem entia patien ts’. The Gerontologist 27 (5): 632-638.
Redline, S., Kirchner, H. L., Quan, S. F., Gottlieb, D. J ., Kapur, V. and  Newman, A.
(2004) The effects of age, sex, ethnicity, and sleep-disordered breathing on sleep 
architecture’. Archfues o//utemationaZ Medicine, 164:406-418.
Reinharz, S. (1992), Feminist Methods in Social Research, New York: Oxford University 
Press.
Riemann, D. and Voderholzer, U.(2003), ‘Primary insomnia: a  risk  factor to develop 
depression?’. Journal o f Affective Disorders, 76(1-3): 255-259.
Roberts, R.E., She ma, S. J ., Kaplan, G.A., Strawbridge, W. J . (2000) ‘Sleep Complaints 
and  Depression in an  Aging Cohort: A Prospective Perspective’, American Journal o f  
Psychiatry, 157: 81-88.
Rosch, P. J . (1996) ‘S tress and sleep: Some startling and sobering sta tistics’. Stress 
Medicine, 12: 207-210.
212
Rosen I.M., GimottyP.A., Shea J.A., Bellini L.M. (2006) ‘Evolution of sleep quantity, sleep 
deprivation, mood disturbances, empathy, and burnout among in te rn s’. Academic 
Medicine, 81:82-85.
Rothgang, H. and Comas-Herrera, A. (2003) ‘The mixed economy of long term  care in 
England, Germany, Italy and Spain’. Paper presented a t the 4th International Research 
Conference on Social Security ‘Social Security in a long life society’. Antwerp, 5-7 May 
2003.
Rowe, M.A. (2008) ‘Sleep pattern  differences between older adult dem entia caregivers and 
older adult non caregivers using objective and subjective m easures', Journal o f Clinical 
Sleep Medicine, 4 (4): 362-369.
Rubin, H., and Rubin, I. (1995). Qualitative interviewing: The art o f hearing data. 
Thousand Oaks, California: Sage.
Russo, J ., Vitaliano, P.P., Brewer, D. D., Katon, W., Becker, J . (1995), ‘Psychiatric 
disorders in spouse caregivers of care recipients with Alzheimer's disease and m atched 
controls: A diathesis-stress model of psychopathology’. Journal o f Abnormal 
Psychology, 104 ( 1) : 197-204.
Santini, S., Principi, A., Di Rosa, M., Lamura, G. (2009), ‘Carers@work’, Working Paper, 
Ancona: INRCA Centre of Gerontological Research.
Saraceno, C. (1984) ‘Shifts in Public and Private Boundaries: Women as M others and 
Service Workers in Italian Daycare’, Feminist Studies, 10 (1): 7-29.
Saraceno, C. (2003) Mutamenti della Famiglia e Politiche Sociali in Italia Bologna: II 
Mulino.
Saraceno, C. (2005) ‘Path dependency and change in welfare state reforms in the 
southern  European countries’, working paper 19-12-2005, <www.sante.gouv.fr>
Saraceno, C. (2011) ‘Childcare needs and childcare policies: a  multidimensional issue’. 
C urrent Sociology, 59(1) 78-96.
Saraceno, C., and Keck, W. (2010) ‘Can we identify intergenerational policy regimes in 
Europe?’ European Societies, 12(5): 675-696.
Saraceno, C. and Naldini, M. (2007) Sociologia della famiglia, Bologna: II Mulino.
Saurel-Cubizolles, M., Romito, P., Escriba-Aguir, V., Le long, N., Pons, R.M. and Ancel, P. 
(1999) ‘Returning to Work after Childbirth in France, Italy and Spain’, European 
Sociological Review, 15 (2): 179-194.
Schultz, R, (2004) ‘Family Caregiving of Persons With Dementia: Prevalence, Health 
Effects, and Support S tra tèges’, American Journal o f Geriatric Psychiatry, 12 (3): 240- 
249.
Schulz, R. and Beach, S. R. (1999) ‘Caregiving as a  Risk Factor for Mortality: The 
CaregiverHealth Effects Study’JAMA, 282 (23): 2215-2219.
Schulz, R., Newsom, J., Mittelmark, M., Burton, L., Hirsch, C., Jackson, S. (1997)
‘Health effects of caregiving: the Caregiver Health Effects Study: an  ancillary study of the 
cardiovascular health  study’, AnnoZs o f Behavioral Medicine, 19:110-116.
213
Schulz, R., O’Brien, A.T., Bookwala, J ., Fleissner, K. (1995) Psychiatric and  physical 
morbidity effects of dem entia caregiving: prevalence, correlates, and causes’.
Gerontologist, 35:771-791.
Schulz, R. and Sherwood, P.R. (2008) Physical and Mental Health Effects of Family 
Caregiving, Amencon Journal o f Nursing, 108 (9) 23-27.
Shaw, W.S., Patterson, T.L., Semple, S. J . (1997) Longitudinal analysis of multiple 
indicators of he alth  de d ine among spousal care givers’. Annals o f Behavioral Medicine, 
19:101-109.
Selig, S. (1991) P th ical Dimensions of Intergenerational Reciprocity: Implications for 
Practice’, The Gerontologist, 31 (5): 624-630.
Sevilla-Sanz, A. (2010) Household division of labor and cross-country differences in 
house hold formation ra te s ’JoumoZ o/PqpuZotion Economics, 23: 225-249.
Silverman, D. (2009), Doing Qualitative Research. A Practical Handbook, London: Sage.
Simoni, S. and Trifiletti, R. (2004) ‘Care giving in Transition in Southern Europe: Neither 
Complete Altruists nor Free Riders’, Social Policy and Administration, 38 (6): 678-705.
Sisk Rebecca, J . (2000) ‘Caregiver burden and he a lth  promotion’, Intemational Joumcd o f  
Nursing Studies, 37 (1): 37-43.
Skaff, M. M. and Pearlin, L. 1. (1992) ‘Caregiving: Role Engulfment and the Loss of Self, 
The Gerontologist 32 (5): 656-664.
Spiegel, K., Leproult, R. and Van Cauter, E. (1999) ‘Impact of sleep debt on metabolic 
and endocrine function’. Lancet, 354: 1435-1439.
Spiegel, K., Knutson, K., Leproult, R., Tasali, E., Van Cauter, E. (2005) ‘Sleeploss: a  
novel risk  factor for insulin  resistance andlfype 2 d iabetes’, Joumcd o f Applied 
Physiology, 99(5):2008-19.
Stacey, J . (1991) C an there  be a feminist ethnography?’, in Women's words: The practice 
o f feminist orcd history, S. Berger Gluck and D. Patai (eds.), 111-121. New York; 
Routledge.
Stade n, H. (2004) ‘Alertness to the needs of others: a  study of the emotional labour of 
caring’. Ageing & Society, 24: 75-94.
Stanley, L. and  Wise, S. (1993) Breaking Out Again: Feminist Ontology and Epistemology, 
London: Routledge.
S trauss, A. and  Corbin, J . (1998), Basics o f qualitative research: Grounded theory, 
procedures and techniques. Newbury Park, CA: Sage.
Tarlow, B.J. (2004) Positive aspects of caregiving: contributions of the REACH project to 
the development of new m easures for Alzheimer's caregiving’ Research on Aging, (26)4: 
429-453.
Taylor, D., Lichstein, K., Dur re nee, H., Reidel, B., Bush, A. (2005) ‘Epidemiology of 
insomnia, depression, and anxiety’. Sleep, 28 (11): 1457-1464
214
Tesauro, T. and Plane Hi, L. (2010) The Elderly between the Needs for Care and Active 
Ageing’, European Papers on the New Welfare, (15): 7-28.
Thomas, C. (1993) He constructing concepts of c a re ’. Sociology, 27: 649-670.
Thompson, L. (1992) ‘Feministmethodologyfor family studies’, JoumoZ o/Mom'oge and 
the Family, 54: 3-11.
Thorne, S. (1991) Methodological orthodoxy in qualitative nursing re search: Analysis of 
issues. Qualitative Health Research, 1, 178-199.
Tognetti, A. (2004) Le problematiche del Caregiver’, Giornale di Gerontologia, 52: 505- 
510.
Tomassini, C., Wolf, D. and Alessandro, R. (2003) P aren ta l Housing Assistance and 
Parent Child Proximity in Italy’, Journal o f Marriage and the Family, 65: 700-715.
Tomassini, C., Kalogirou, S., Grundy, E., Fokkema, T., Martikainen, P., van Groenou, 
M.B. and Karisto, A. (2004) ‘Contacts between elderly parents and th e ir children in four 
European countries: current patterns and future prospects’, European Journal o f  Ageing, 
1(1): 54-63.
Tononi, G. and Cire Hi, C. (2006) ‘Sleep function and synaptic hom eostasis’. Sleep 
Medicine Reviews, 10 (1): 49-62.
Trifiletti, R. ( 1999) ‘Southern European Welfare Regimes and the worsening position of 
women’. Journal o f European Social Policy, 9(1): 49-64.
Tsukasaki, K. Kido, T. Makimoto, K, Naganuma, R., Ohno, M., Sunaga, K. (2006),
The impact of sleep interruptions on vital m easurem ents and chronic fatigue of female 
caregivers providing home care in Japan, Nursing and Health Sciences, 8: 2-9.
Turek, F.W. (2005) ‘Insomnia and depression: if it looks and walks like a  duck...’. Sleep 
28:1362-1363.
Twigg, J. ( 1997) He constructing the ‘social bath’: help with bathing a t home for older 
and disabled people’. Journal o f Social Policy, 26 (2): 211-232.
Twigg, J . (2000) ‘Carework as a  form of bodywork’. Ageing and Society, 20: 389-411.
Ungerson, C. (1983) ‘Why do women care?’In: J . Finch andD . Groves, (Eds) A labour o f  
love: Women, work and caring, London: Routledge, pp. 31-49.
Ustun, T.B. (2000) ‘Cross-national epidemiology of depression and gender’. The Journal 
o f Gender-Specific Medicine, 3: 54-58.
Van Leeuwen, M. W. A., Lehto, M., Karisola, P., Lindholm, H., Luukkonen, R., Sallinen, 
M., Hàrmâ, M., Porkka-Heiskanen, T., Alenius, H. (2009) ‘SleepRestriction Increases the 
Risk of Developing Cardiovascular Diseases by Augmenting Proinflammatoiy Responses 
through IL-17 and CRP’, PLoSONE, 4(2): e4589.
<http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjoumal.pone.0004589>
Vellone, E., Sansoni, J ., Cohen, M.Z. (2002) The experience of Italians Caring for Family 
Members with Alzheimer’s Disease’, Journal o f Nursing Scholarship, 34(4), 323-329.
215
Venn, S. (2007) It's  Okay for a  Man to Snore: The Influence of Gender on Sleep 
Disruption in Couples’, Sociological Research Online, 12 (5),
<http: /  /  W W W .socresonline.org.uk/12/5/ l.html>.
Venn, S., Arber, S., Meadows, R. and  Hislop, J . (2008) The fourth shift: exploring the 
gendered natu re  of sleep disruption among couples with children’, British Journal o f  
Sociology, 59(1): 79 - 97.
Verbrugge, L.M. (1989) The twain meet: empirical explanations of sex differences in 
he alth  and  m ortality’. Journal o/Health and Social Behaviour, 30: 282-304.
Vgontzas A.N., Papanicolaou D.A., Bixler E.O., Hopper K., Lotsikas A., LinH., Kales A., 
Chrousos O.P. (2000) ‘Sleep Apnea and Daytime Sleepiness and Fatigue: Relation to 
Visceral Obesity, Insulin Resistance, and  Hypercytokinemia’ The Journal o f Clinical 
Endocrinology & Metabolism, 85 (3) : 1151-1158.
Victor, C.R. (1997) Community care and older people, Cheltenham, Stanley Thornes.
Vitaliano, P. (1997) ‘Physiological and physical concomitants of care giving: introduction 
to special issu e ’AuuaZs o f Behavioral Medicine, 19: 75-77.
Vitaliano, P. P., Dougherty, C. M., & Siegler, I. C. (1993), ‘Biopsychosocialrisksfor 
cardiovascular disease in spouse caregivers of persons w ith Alzheimer's disease.’In 
Abeles, R. P., Gift, H.C. & Cry, M. G. (editors.) Aging and quality o f life, 145-159.
Vitaliano, P. P., Young, H. M. & Russo, J . (1991) ‘Burden: A review of me asuresused 
among caregivers of individuals w ith dementia’. The Gerontologist, 31: 67-75.
Vitaliano, P. P., Zhang, Young, H. M., Caswell, L.W., Scanlan, J.M., Echeveriia, D. (2009) 
‘Depressed Mood Mediates Decline in Cognitive Processing Speed in Caregivers’, The 
Gerontologist, 49(1): 12-22.
Vitiello, M.V., Moe, K.E. and Prinz, P.N. (2002) ‘Sleepcomplaints cosegregate w ith 
illness in older adults. Clinical research informed by and informing epidemiological 
studies of sleep’. Journal o f Psychosomatic Research 53: 555-559.
Vitiello, M.V., Larsen, L.H., Moe, K.E. (2004) ‘Age-related sleep change: Gender and  
estrogen effects on the subjective-objective sleep quality relationships of healthy, non 
complaining older m en and women’. Journal o f Psychosomatic Research, 56(5): 503-510.
Walker, A. J ., Pratt, C. C., Eddy, L. (1995) Informal Care giving to Aging Family Members: 
A Critical Review’, Family Relations, 44 (4): 402- 411.
Walker, A. J ., Pratt, C. C. and Chun Oppy, N. (1992) ‘Perceived Reciprocity in family 
care giving’. Family Relations, 41(1): 82-85.
Walker M. P., Brake held T., Hobson J.A., Stickgold R. (2003) ’Dissociable stages of hum an 
memory consolidation and re consolidation’. Nature, 425: 616-20.
Wall, K., Aboim, S., Cunha, V. and Vasconcelos, P. (2001) ‘Families and Informal 
Support Networks in Portugal: The Re production of Inequality’, Journal o f European 
Social Policy, 11: 213.
Weiler K. (1988) Women teaching for change: Gender, class & power. South Hadley, MA: 
Bergin and Garvey.
216
Wilcox, S. and  King, A. C. (1999) ‘Sleep complaints in older women who are family 
caregivers’, Joumcd o f Gerontology: Psychological Sciences, 54B (3): 189-198.
Williams, S. J . (2008) The Sociological Significance of Sleep: Progress, Problems and 
Prospects’, Sociology Compass 2(2): 639-653.
Williams, S. (2002) ‘Sleep and health: Sociological reflections on the dorm ant society’. 
Health, 6 (2): 173-200.
Wingard, D.L., Cohn, B.A., Kaplan, G.A., Cirillo, P.M., Cohen, R.D. (1989) ‘Sex 
differentials in morbidity and m ortality risks examined by age and cause in the same 
cohort’, American Journal o f Epidemiology, 130(3): 601-610.
World H ealth Organization (2003) Key Policy Issues in Long-Term Care, Eds: J . Brodsky,
J . Habib, and  M. Hirschfeld, Geneva: WHO
<http: / /whqlibdoc.who.int/publications/2003/9241562250.pdf >.
World H ealth Organization (2004) Better Palliative Care for Older People. Eds: E. Davies 
and I. J . Higginson, Geneva: WHO.
< http: / /W W W . euro. who. in t/  da ta / assets /pdf_file /0009 /98235/ E82933. pdf>
Wyke, S., Hunt, K. and Ford, G. (1998) ‘G ender differences in consulting a  general 
practitioner for common symptoms of minor illness’. Social Science & Medicine, 46(7): 
901-906.
W uest, J . (1995) ‘Fem inist grounded theory: An exploration of the congruency and 
tensions betw een two traditions in knowledge discovery source’. Qualitative Health 
Research, 5: 125-137.
Zanatta, A.L. (2004) Sintesi della ricerca su %avoro di Cura, Genere, MgrazionV, 
Osservatorio Nazionale su lla  Famiglia, electronic paper on ‘welfare.gov.it’,
< http://vAvw.osservatorionazionalefamiglie.it/content/view/43/68 >
Zechner, M. (2004) ‘Family Commitments under Negotiation: Dual Carers in Finland and 
Italy’, Social Policy & Administration, 38 (6): 640-653.
Zhang, B. and Wing, Y. K. (2006) ‘Sex differences in insomnia: a  m eta-analysis’. Sleep,
29 (1): 85-93.
217
Appendices
Appendix la
Example letter to organisations - English (a)
<University o f Surrey headed paper>
<Date>
Name and address of contact in organisation
Title of the study: Sleep, Women and Ageing in Italy and the UK
Dear <contact>^
I am a postgraduate student at the University of Surrey, and in my doctoral research I am investigating 
aspects of sleep in women between 40-80 years old in the UK and Italy. I am interested in examining 
the social and relational factors that may affect sleep-wake patterns in women, and identifying if there 
are any differences between England and Italy, deriving from both environmental and cultural factors.
I am writing to you to ask for your assistance in recruiting 40 women aged 40-80, living in the 
community. Participants would be required to undertake an interview about their sleep, complete a 
sleep diary for 2 weeks and wear an actilight watch, which measures movement and light exposure.
I would greatly appreciate your help in recruiting people to take part in this research, and I will arrange 
to telephone you to discuss the study further. If you have any further questions regarding the study in 
the meantime, please do not hesitate to contact me, or my supervisor whose details are given below.
Thank you in anticipation of your help. 
Yours Sincerely,
Emanuela Bianchera 
Department of Sociology 
University of Surrey 
Guildford GU27XH 
Tel:01483 683768 
Email:e.bianchera@surrev.ac.uk
Supervisor:
Professor Sara Arber 
Department of Sociology 
University Of Surrey 
Guildford GU2 7XH 
Tel: 01483 686973 
Email:s.arber@surrev.ac.uk
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Appendix lb
Example letter to organisations - Italian (b)
<University o f Surrey headed pa per> 
<Date>
Name and address of contact in organisation
Titolo dello studio: Sonno, donne e invecchiamento in Italia e Ihghilterra
Gentile <contact>.
sono una studentessa dottorato di ricerca presso la University of Surrey, Facoltà di Sociologia e sto 
conducendo uno studio qualitativo sul sonno nelle donne dai 40 agli 80 anni in Inghilterra e Italia. Sono 
interessata all'incidenza di fattori sociali e relazionali sul sonno delle donne e alle differenze in questo 
ambito tra Inghilterra e Italia, di derivazione sia ambientale che culturale.
Le scrivo per chiedere cortesemente la sua assistenza e collaborazione nel reclutamento di 40 volontarie 
dai 40 agli 80 anni, senza problemi specifici o gravi di sonno. Ai partecipanti sarà richiesto di fornire 
un'intervista individuale sul proprio sonno, la compilazione di un diario del sonno per due settimane, 
indossare un braccaialetto "actilight watch" per una settimana, per la misurazione del ritmi di sonno, 
tramite il movimento e T esposizione alia luce.
Le saremmo grati se potesse aiutarci nella selezione del volontari, la contattero eventualmente in 
seguito per discutere piCi approfonditamente della ricerca. Per qualsiasi chiarimento non esiti a 
contattarci per via telefonica o e-mail ai recapiti sotto indicati.
La ringraziamo anticipatamente per il suo cortese aiuto
Cordiali saluti
Emanuela Bianchera 
Department of Sociology 
University of Surrey 
Guildford GU27XH 
Tel:01483 683768 
Email:e.bianchera@surrev.ac.uk
Supervisor:
Professor Sara Arber 
Department of Sociology 
University Of Surrey 
Guildford GU2 7XH 
Tel: 01483 686973 
Email : s.arber@surrev.ac.uk
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Appendix 2a
Sample letter to subjects recruited via snowball sampling -  English (a)
<University headed paper>
<Date>
<Name and address o f contact>
Title of Project: Sleep, women and ageing in Italy and the UK.
Dear <contact>,
I am writing to thank you for your interest in participating in my doctoral research at the University of 
Surrey in which I am investigating aspects of sleep in women between 40-80 years old in the UK and 
Italy. I am interested in examining the social and relational factors that may affect sleep-wake patterns 
in women, and identifying if there are any differences between England and Italy, deriving from both 
environmental and cultural factors.
With this letter, I have enclosed the Subject Information Sheet giving details about the study and what 
you will be asked to do. I will be contacting you shortly to further discuss your participation in this 
study, in the meantime if you have any further questions about the study, please do not hesitate to 
contact me on 01483 683768, or my supervisor using the details below.
Thank you for your assistance in advance,
Emanuela Bianchera 
Department of Sociology 
University of Surrey 
Guildford GU27XH 
Tel:01483 683768 
Email:e.bianchera@surrev.ac.uk
Supervisor:
Professor Sara Arber 
Department of Sociology 
University Of Surrey 
Guildford GU2 7XH 
Tel: 01483 686973 
Email:s.arber@surrev.ac.uk
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Appendix 2b
Sample letter to subjects recruited via snowball sampling -  English (b)
<University headed pa per>
<Date>
< Name and address o f contact>
Title of Project; Sleep, women and ageing in Italy and the UK.
Gentile <contact>^
Le scrivo in merito all'interesse da lei espresso nel parted pa re al mio dottorato di ricerca presso la 
University of Surrey, dove sto conducendo uno studio qualitativo sul sonno nelle donne dai 40 agli 80 
anni in Inghilterra e Italia. Sono interessata all'incidenza di fattori sociali e relazionali sul sonno delle 
donne e alle differenze in questo ambito tra Inghilterra e Italia, di derivazione sia ambientale che 
culturale.
Allego a questa lettera un foglio informativo che le fornisce ulteriori dettagli sulla ricerca e su cosa le 
sarà richiesto di fare. La contattero a breve per discutere ulteriormente della sua partecipazione a 
questo studio, nel frattempo non esiti a contattarci Per qualsiasi chiarimento non esiti a contattarci per 
via telefonica al 3491417113 o per e-mail ai recapiti sotto indicati.
La ringraziamo anticipatamente per la sua collaborazione
Emanuela Bianchera 
Department of Sociology 
University of Surrey 
Guildford GU27XH 
Tel:01483 683768 
Email:e.bianchera@surrev.ac.uk
Supervisor:
Professor Sara Arber 
Department of Sociology 
University Of Surrey 
Guildford GU2 7XH 
Tel: 01483 686973 
Email : s.arber@surrev.ac.uk
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Appendix 3a
Volunteer Information - English (a)
<University headed pa per>
<Date>
Study title: Sleep, women and ageing in UK and Italy
What b  the purpose o f this study?
The Centre for Research in Ageing and Gender at the University of Surrey is currently conducting 
research into women, sleep and ageing. In this project we are interested in examining the social and 
relational factors that may affect sleep-wake patterns in women, and to identify if there are any 
differences between England and Italy, deriving from both environmental and cultural factors.
Who can take part in the study?
The inclusion criteria are:
1. Women between 40 and 80.
2. Living in the community.
What win happen tom e if I  take part?
If you agree to take part you will be asked to participate in the following:
• A tape-recorded interview, lasting approximately 1 hour
• Two weeks of audio and written sleep diaries. You will be asked to record daily your views and 
feelings about your sleep onto a Dictaphone, and to complete a short sleep diary each day.
• During the same two weeks, you will be asked to wear an actiwatch. The actiwatch is a watch-like 
device that is worn on the non-dominant wrist (e.g. if you are right-handed your non-dominant 
wrist is your left) and records whether or not a person is moving. They are un-intrusive, and also 
measures how much daylight and room light you experience.
There will be no medical benefit or medical risk from participating in this study.
Wiii I  be compensated for my time?
For your time and inconvenience you will be offered an honorarium of £30 for completing the study. 
What type o f questions wiii I  be asked?
The interviews will be designed to be free flowing and the type of questions asked will to some extent 
depend on how the interview develops. However, the interviewer will need to gain certain demographic 
and background information, for example, past and present sleeping patterns, differences between 
week day and weekend sleeping patterns, general health and living arrangements.
Wiii my taking part in this study be kept confidentiai?
All information you supply, and any collected data are strictly confidential. Your name will not be 
disclosed, all your data will be coded with a number. The results from this study may be used for 
publication but all results will be kept strictly anonymous.
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Can I  withdraw a t any time?
You are free to withdraw from the study at any time without prejudice, and you do not have to give a 
reason for your withdrawal. Information from participants who have withdrawn from the study will only 
be used if this is expressly permitted.
Who has reviewed the study?
The University of Surrey Ethics committee have reviewed this information, and have given a favourable 
ethical opinion.
Contact for further information
If you have any questions or require any further information concerning this study please do not 
hesitate to contact Emanuela Bianchera (E.Bianchera@surrey.ac.uk, 01483 683768), or her supervisors 
Professor Sara Arber (S.Arber@surrev.ac.uk. 01483 686973).
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Appendix 3b
Volunteer Information - English (b)
<University headed paper>
<Date>
Titolo del progetto; Sonno, donne e invecchiamento in Ihghilterra e Italia 
Obiettivi delia ricerca
II Centre for Research in Gender and Ageing (CRAG) alia University of Surrey sta conducendo una serie 
di studi focalizzati su sonno, genere e invecchiamento. In questo particolare progetto siamo interessati a 
verificare Tesistenza di differenze nel rapporto tra donne e sonno in Inghilterra e Italia. Partecipando al 
nostro studio ci aiuta a tracciare una panoramica sui diversi ritmi di sonno in Italia e in Inghilterra e sui 
fattori culturali, sociali e ambientali che influenzano sonno e la qualité della vita.
Chi puo partecipare
Possono partecipare alia ricerca:
1. Donne tra I 40 e gli 80 anni
2. Residenti a casa
Cosa bisogna fare
Se accetta di collaborare a questo studio le verranno cortesemente richiesti:
• Un'intervista individuale registrata della durata di circa un'ora.
• La compilazione di un diario del sonno, audio o scritto, per due settimane. Le sarà richiesto di
registrare ogni mattina al risveglio dettagli e sensazioni riguardo al suo sonno.
• L'utilizzo, durante le stesse due settimane, di un braccialetto "actilight watch". L'actilight watch
è un dispositive non intrusive a forma di orologio da polso da indossare sul polso non
dominante per registrare il movimento e Tesposizione alia luce.
La partecipazione a questa ricerca non comporta benefici o rischi di carattere medico.
Compenso
II suo disturbo verrà ricompensato con euro 50 a collaborazione conclusa.
Che tipo di demande mi saranno rivolte
Si tratterà di un colloquio libero a demande a perte volte a comprendere vari aspetti relativi al rapporto 
con il sonno e il tipo di demande poste dipenderà dalle sviluppo del I'intervista. II ricercatore necessiterà 
tuttavia di alcune informazioni di carattere demografico e di sfondo, ad esempio ritmi di sonno passati e 
presenti, differenze tra ritmi di sonno infrasettimanali e fine settimanali, state salute genera le e 
accorgimenti relativi al sonno.
Privacy e riservatezza dei dati
Tutte le informazioni da lei fornite e i dati raccolti sono strettamente confidenziali. II suo nome non sarà 
citato, tutti i suoi dati saranno codificati con un numéro. I risultati di questo studio potrebbero essere 
utilizzati per pubblicazioni ma tutti i risultati saranno mantenuti strettamente anonimi.
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Ritîro anticipa to  dalk) studio
Ha diritto di ritirarsi in qualsiasi momento dalla ricerca, senza nécessita di fornire motivazione alcuna. Le 
informazioni ottenute dai partecipanti ritirati saranno utilizzate solo se sotto espresso permesso 
dell'interessato.
Chi ha revisionato questo studio?
Il seguente studio è stato revisionato dalla commissione etica dell'Università, University of Surrey Ethics 
Committee, la quale ha espresso un parere etico favorevole.
Contatti e ulteriori informazioni
Per ulteriori informazioni relative a questo studio contattare Emanuela Bianchera al 
349 1417113, e-mail e.bianchera@surrey.ac.uk , o il suo supervisore Sara Arber
fS.Arber@surrey.ac.uk. 01483 683768)
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Appendix 4a
Volunteer Consent Form -  English (a)
<University headed pa per>
<Date>
Study Title: Sleep, women and Ageing in Italy and th e  UK.
• I the undersigned voluntarily agree to take part in this study
I have read and understood the Information Sheet provided. I have been given a full explanation by 
the investigators of the nature, purpose, location and likely duration of the study, and of what I will 
be expected to do. I have been given the opportunity to ask questions on all aspects of the study 
and have understood the advice and information given as a result.
I agree to comply with any instruction given to me during the study and to co-operate fully with the 
investigators.
I understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing to justify my 
decision and without prejudice. I understand that if I withdraw from the study my data will only be 
used if I permit this.
I acknowledge that in consideration for completing the study I shall receive the sum of £30. I 
recognise that the sum would be less, and at the discretion of the Principal Investigator, if I 
withdraw before completion of the study.
I understand that the University of Surrey holds insurance which covers claims for injury or 
deterioration in health which arise directly from participation in research studies but that it applies 
only in those situations where the University can be shown to be legally liable.
I confirm that I have read and understood the above and freely consent to participating in this study. 
I have been given adequate time to consider my participation and agree to comply with the 
instructions of the study.
Name of volunteer.................................................
(BLOCK CAPITALS)
Signed.................................................................
Date......................................
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Appendix 4b
Volunteer Consent Form -  Italian (b)
<University headed paper> 
<Date>
Titolo dello studio: Sonno, donne e invecchiamento in Ihghilterra e in Italia.
lo sottoscritto accetto volontariamente di prendere parte a questo studio sui fattori che 
influenzano II sonno nelle donne.
Ho letto e compreso II foglio informativo fornitomi. Ho ricevuto una spiegazione esaustiva sulla 
natura, lo scopo, Tubicazione, la durata dello studio e di quello che sono tenuta a fare. Sono sta ta 
awisata di ogni possibile disturbo ed eventuale effetto sulla salute e II benessere che ne 
potrebbero conseguire. Mi e' stata data possibilité di fare domande su tutti gli aspetti della ricerca 
in questione e ho compreso i consigli e le informazioni fornitemi di conseguenza.
Acconsento a seguire le istruzioni che mi sono state date durante lo studio e a coopera re 
completamente con gli intervistatori.
Autorizzo al trattamento dei miei dati personali, ai sensi della legge 675/96 art. 12. Sono a 
conoscenza che tutti i dati persona I i da me forniti saranno trattati nella massima riservatezza, in 
ottemperanza delle leggi vigenti sulla privacy in Italia (legge 675/96 art. 12) e Inghilterra (Data 
Protection Act 1998). Acconsento a non restringere I'uso dei risultati dello studio nel comprendere 
che II mio anonimato e' mantenuto.
Sono consapevole di essere libera di ritirarmi dalla ricerca in qualsiasi momento, senza bisogno di 
giustificare la mia decisione. Sono consapevole che, nel caso décida di ritirarmi dallo studio, i miei 
dati potranno essere utilizzati solamente su mia previa autorizzazione.
Riconosco che in considerazione del completamento di questo studio ricevero la somma di euro 50. 
In caso di mancato completamento della ricerca la somma sarà inferiore a discrezione del 
principale ricercatore.
Sono a conoscenza del fatto che la University of Surrey detiene un'assicurazione che copre 
eventuali ricorsi per danneggiamenti o détériora menti alla salute dériva nti direttamente dalla 
partecipazione a studi di ricerca ma che taie assicurazione e' applicabile solamente alle situazioni in 
cui e' dimostrabile che TUniversità sia legalmente coinvolta.
Confermo di avere letto e compreso quanto sopra e acconsento liberamente a partecipare a questo 
studio. Confermo che mi e' stato fornito un lasso di tempo adeguato per considerare la mia 
partecipazione e acconsentire alle istruzioni per lo svolgimento délia ricerca.
Nome del volontario. 
(MAIUSCOLO)
Firma......................
Data.......................
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Appendix 5a
Example tape-recorded interview guide- English (a)
Introduce the project, clarify what is it about, what the interviewee needs to do.
Hand out information sheet, consent form, instructions for audio diaries and actiwatchL. 
Ask for data E.g. name, age, family/partner, any current employment etc.
OPEN ENDED QUESTIONS:
• What is for you good and bad sleep?
How often do you get this kind of sleep?
What factors affect/determine a good and a bad night sleep?
CROSS-CULTURAL COMPARISON > SLEEP PATTERNS / ENVIRONMENT:
• Sleep - wake patterns
Differences with seasons or weekends?
Impact of light, temperature, environment
• Nap
Takes nap? Why, why not, effects on wellbeing.
CROSS-CULTURAL COMPARISON > FAMILY. WORK & SLEEP:
Sleep across lifetime, how has it changed through time and life events
( Age, marriage, parenthood, work, retirement etc)
Married women
Impact of family structure and marital status on sleep.
Partner: eventual differences in sleep patterns and timing.
Children: changes in sleep before and after having children and during children lives.
Eventual relatives, parents to care for: how does this affect sleep.
Women living alone
Aspects in living alone affecting sleep (safety, loneliness, differences with sleeping with partner).
Does sleep change with ageing?
Relationship sleep -  paid, unpaid domestic work 
Effects of sleep deprivation on quality of life
HEALTH
• Do you have any health or medical conditions that may interfere with your sleep?
• Do you ever take any sleeping medication? Which ones? How often?
MORE:
Is there anything else relating to  your sleep th a t you feel like remarking?
What is the importance of a night restoration through sleep? Physical, mental, emotional.
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Appendix 5b
Example tape-recorded interview guide- Italian (b)
Introduzione della ricerca, spiegazione di che cosa è tenuto a fare il partecipante 
Foglio informativo, modulo consenso, istruzioni per diario del sonno e actiwatchL 
Raccolta dati personali (nome, età, composizione familiare, partner, professione ecc.)
DOMANDE GENERALI:
• Che cosa vuol dire per lei dormire bene e dormire male?
Che cos'è che le fa dire ho dormito bene/male?
Quali sono gli elementi che determinano una buona o una cattiva dormita?
CONFRONTO INTERCULTURALE > RITMI DI SONNO / AMBIEINTTE:
• Orari tipici di sonno
Differenze con le stagioni e il weekend.
Influenza di luce, temperature e spazio
• Sonnellino
Lo fa? Perché si perché no, effetti sul benessere.
CONFROINTTO IMTERCULTURALE > FAMIGLIA. LAVORO E SONNO:
• n sonno storicamente: confè cambiato nel tempo e durante i vari eventi della vita? (età, 
matrimonio, figli, lavoro, pensionamento)
Donne soosate
Struttura famigliare, matrimonio e rapporto con il sonno 
Partner: eventuali differenze nei ritmi di sonno e negli orari 
Figli: cambiamenti nel sonno prima, dopo e durante la crescita 
Eventuali genitori/parenti da accudire: come influenza il sonno
Donne che vivono sole
Aspetti che influenzano II sonno nel fatto di vivere da sola (sicurezza, solitudine, differenze rispetto 
a quando c'era un eventuale partner)
• Gambia con Teta'?
• Rapporto sonno -  lavoro fuori casa e in casa
• Effetti sulla qualité della vita nel caso si venga privâti di sonno
ALTRO:
Altro in rapporto al sonno che le viene in mente?
Quai è per lei Timportanza del ristoro notturno? Fisica, mentale, emotiva
SALUTE
• Ha problemi di salute o medici che interferiscono con II suo sonno?
• Assume medicinali per il sonno? Quali? Con che frequenza?
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Appendix 6a
Audio, written sleep diary and actiwatch guidelines -  English (a)
<University headed pa per> 
<Date>
Audio Diary Guidelines
You have been given a tape recorder to record details about your sleep in the form of an audio diary. 
The diary should be completed every morning for 14 days, so if you start on a Saturday morning, your 
last entry should be on a Friday morning.
Please start recording your diary the morning after your interview and arrangements will be made at the 
interview to collect the tape recorders from you after 14 days.
How to use the taoe recorder:
The tape is set up for you to record, simply press the play and red record buttons at the same time to 
record.
What to record:
We would like you to give a summary each morning of your sleep the night before. Feel free to go back 
add any further detail if you remember something later. Please remember to report details on your 
eventual daytime nap, following the above guidelines.
If possible, we'd like you to record the following information:
The day and date 
The time you went to bed 
The time you got up 
What made you get up at that time
Anything unusual that happened in the day that may have affected your sleep 
How you slept
Whether there were any interruptions to your sleep e.g. going to the toilet, car alarms going off 
Was there anything unusual about your sleep that night 
Did you take any sleeping medication
Any other information concerning your sleep that you feel is relevant
Written Diarv Guidelines
We would kindly ask you to fill out the table below to record your sleep wake daily patterns. Please try
to make your diary entry as soon after waking as you can, but do feel free to go back and add an entry
if you remember something. Please remember to report details on your eventual daytime nap, following 
the above guidelines.
As a reminder, these are some of the things we would like you to think about:
• Day and date of your record
• What time did you go to sleep, what did you do before going to sleep?
• What time did you wake up, did you get up straight away, who or what woke you up?
• How did you sleep?
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How did you feel once you got up?
Did you wake up in the night? If so why?
Did anything wake you up, and how long did it take you to get back to sleep?
Did anything unusual happen during the night?
Did anything happen during the day which might have affected your sleep?
Did you take any sleep medication?
Any other information concerning your sleep that you feel is relevant 
Instructions for Actiwatch L
You will be provided with an 'Actiwatch L', which has a light sensor attached to a watchstrap. They are
able to measure light and activity levels and provide information about your sleep.
The actiwatch must be worn on your non-dominant hand throughout the whole 14 days, except 
whilst bathing or showering, as the ActiwatchL is not waterproof. It is important that the light sensor is 
not covered up by clothes etc, so the ActiwatchL should be worn outside jumpers and coats.
Do not cover with clothing.
If you have any problems, please feel free to email Emanuela Bianchera at E.Blanchera@surrev.ac.uk 
or telephone on 01483 686983.
Thank you very much for agreeing to take part in this study.
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Appendix 6b
Audio, written sleep diary and actiwatch guidelines -  Italian (b)
<University headed pa per> 
<Date>
Audio diario: istruzioni per I'uso
Le e' stato consegnato un registratore vocale con II proposito di ri porta re informazioni e dettagli sul suo 
sonno in forma di audio diario. La preghiamo di completare il diario tutti i giorni per 14 giorni, per 
esempio se la prima registrazione e' effettuata il sabato mattina I'ultima registrazione dovrà essere il 
venerdi mattina.
Come registrare:
La cassetta e il registratore sono pronti all'uso. Prema semplicemente il tasto ptaye il tasto rosso rec 
insieme per registrare..
Che cosa registrare:
Le chiediamo cortesemente di utilizzare il registratore ogni giorno, possibilmente alia mattina appena 
sveglia. Seguendo lo stesso schema si ricordi di riportare dettagli relativi al sonnellino pomeridiano 
quando lo pratica. Si senta comunque libera di aggiungere dettagli ogni volta che le vengono in mente. 
Se possibile le chiediamo di includere le seguenti informazioni:
Data e giorno della settimana 
Ora in cui e' andata a letto 
Ora in cui si e' svegliata 
Come ha dormito e qualité del suo sonno
Eventuali awenimenti successi durante il giorno che hanno influenzato il modo in cui ha dormito 
Se il suo sonno e' stato interrotto o disturbato da fattori interni o esterni alia casa 
Se c'e' stato niente di insolito nel sonno durante notte 
Se ha preso farmaci per aiutare il sonno 
Qualsiasi altra informazione sul suo sonno che ritiene rilevante
Diario cartaceo: istruzioni per I'uso
La preghiamo di compilare la seguente tabella al fine di registrare i suoi ritmi quotidiani di sonno/veglia. 
Cerchi cortesemente di riportare le informazioni sul suo sonno subito dopo il risveglio, ma si senta libera 
di aggiungere dettagli ogni volta che ricorda qualche cosa. Seguendo lo stesso schema si ricordi di 
riportare dettagli relativi al sonnellino pomeridiano quando lo pratica. Le indichiamo un promemoria di 
alcuni aspetti sui quali vorremmo riflettesse:
Data e giorno della settimana
Ora in cui e' andata a letto e che cos'ha fatto prima di andare a dormire 
Ora in cui si e' svegliata, se si è svegliata subito, chi o che cosa I'ha svegliata.
Come ha dormito e qualité del suo sonno 
Come si è sentita una volta sveglia 
Se si è svegliata durante la notte e perché 
Che cosa I'ha svegliata e quanto ci è voluto per ritornare a dormire 
Se c'e' stato niente di insolito nel sonno durante notte
Eventuali awenimenti successi durante il giorno che hanno influenzato il modo in cui ha dormito
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' Eventuali farmaci presi per facilitare il sonno
• Qualsiasi altra informazione sul suo sonno che ritiene rilevante
Actiwatch L -  Istruzioni per Tuso
Le e' stato consegnato 'Actiwatch L', un orologio con un sensore in grado di misurare il livello di 
movimento ed esposizione alla luce che ci potrà fornire informazioni relative al suo sonno.
L'Actiwatch deve essere indossato sulla mano non dominante per un periodo complessivo di 14 giorni, 
eccetto durante bagni o docce, perché Torologio non e' a prova d'acqua. E' inoltre importante che il 
sensore délia luce non sia coperto dai vestiti, prferibilmente dovrebbe essere indossato al di sopra di 
maglioni e cappotti.
Non coorire con indumenti.
Per qualsiasi problema, contatti Emanuela Bianchera al 3491417113 o scriva un'email a 
e.bianchera@surrey.ac.uk
La ringraziamo nuovamente per avere accettato di partecipare a questo studio.
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